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THE PEEP-SHOW 


on 
A NEW TECHNIQUE FOR PURE-TONE AUDIOMETRY IN YOUNG CHILDREN 


M. R. DIX, F.R.C.S. AND 


C. S. HALLPIKE, F.R.CP., F.R.CS. 


(From the Aural Department and Otological Research Unit, Medical Research Council, National Hospital, 
Queen Square, W.C.1) 


In the course of the last eighteen months we have been 
called upon to examine a number of young children, many 
under the age of 6 years, with a view to establishing the 
possible role of deafness as a cause of backwardness in 
talking. Deafness was already suspected in nearly all of 
them, and, while in many its existence was virtually estab- 
lished, its extent was still a matter of conjecture. In a few 
the existence of any significant deafness was still in doubt, 
and in a few others mental deficiency was suggested as 
a possible cause of the backwardness in speech. Most 
of the children had already been examined elsewhere ; 
in nearly all no quantitative assessment of their hearing 
capacity had been achieved, and it was the pressing need 
for this which caused all of them to be referred to us by 
school medical ofiicers and others responsible for their 
care. 

From the point of view of the medical officers the assess- 
ment was needed as a matter of urgency, in order that 
arrangements should be made without delay for any special 
education which might be required. From the parents’ 
point of view, too, the matter was one of urgency. Although 
in many of the children the existence of some degree of 
deafness had come to be assumed, no definite decision had 
yet been made upon its severity and, in consequence, upon 
the kind of educational programme likely to be entailed. 
Yn all cases this decision was anxiously awaited. 

In many instances the children were brought from a 
distance, and it was therefore important that the deafness 
assessment should not involve the hardship of repeated 
visits to hospital. The need, in fact, was for a test procedure 
which would ensure.an accurate measurement of hearing 
capacity in the course of a single attendance. m 

Two methods are in common use for the quantitative 
testing of hearing in adults and older children: speech 
tests (words or sentences) and pure-tone tests. 

Both types of test are very difficult to apply in children 
under the age of 6 suffering from deafness. Speech tests 
may sometimes be used in a form which calls for a motor 
response to a command or invitation, and here it is 
expedient to address the subject by name; but vocabulary 
is limited and may be quite lacking, and the tests, though 
often practicable, are always difficult and the results 
seldom have the requisite quantitative valye. 

Tests with pure tones are difficult for two reasons. For 
most young children the hearing of a pure tone is a 
meaningless experience. Pure tone audiometer tests, as 
usually applied, offer only a series of such experiences. It 
is impossible, therefore, to secure the co-operation of 
children in the performance of these tests. 


There is another and even more serious obstacle to the 
use of pure-tone audiometry in children. Before the tests are 
applied it is necessary that the child should be given some 
explanation of the nature of listening and of hearing. With 
a child defective in speech and hearing such an explanation, 
however skilfully given, can seldom be effective. Thus, 
when the test is attempted the responses are inadequate and 
irregular, boredom speedily supervenes, further responses 
become meaningless, and the test has to be abandoned. 


The procedure may be further embarrassed by the appli- 
cation of a telephone receiver to the child’s head. A head- 
band is not as a rule well tolerated, and if the receiver is 
held in position by an assistant frequent small adjustments 
are needed to prevent serious displacement. These distract 
the child and fatigue the assistant. 

A little experience with the earlier cases in our series led. 
us to conclude that vocabulary defects in the children would 
prove an insuperable obstacle to.the use of speech tests 
for any quantitative assessment of their hearing which 
would combine the necessary accuracy and ease of applica- 
tion. We were driven, therefore, to attempt instead the 
development of a pure-tone audiometric technique that 
would avoid the two major difficulties to which reference 
has been made. 

It was necessary in the first shine to give to the pure tones 
an arresting significance in the consciousness of the 
children. In the second place it was necessary to secure 
their co-operation rapidly and by a method which involved 
no explanation of the listening process. 

By way of introduction to a description of the test pro- 
cedure which we have been able to develop, something may 
be said concerning certain well-known features of pure- 
tone audiometry as practised in the conventional manner, 
in particular on the functional significance of its results. 


The Pure-tone Audiogram 

In Fig. 1 is shown a conventional type of onshiaiiiie. 
Frequency is plotted along the base line, intensity along the 
ordinate. Intensity is expressed in decibels above or below 
the normal threshold value. The decibel intensity ‘scale is 
a logarithmic one: 10 decibels (1 bel) constitute a tenfold 
change in intensity, 20 decibels a hundredfold change, and 
so on. Deafness at any one of the frequencies named is 


Tepresented by a fall below the zero intensity line at the 
frequency in question, and normal hearing at all frequencies" 
would thus be represented by a horizontal line at the zero 
level. 
In Fig. 2 is shown an audiogram upon which is .inscribed 
a shaded zone representing the intensity-frequency range ~ 
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of the speech sounds set up at the tympanic membrane of 
a listener by a normal conversational voice at a range of 
3 ft. (90 cm.). Of this zone, the central portion lying 
between the frequencies 1,000 and 2,000 c.p.s. is the most 
important for the understanding of speech. | 


Now it may be taken that for speech to be readily under- 
stood the speech sounds should have an intensity at least 
20 decibels greater than that at which they can just be 
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Fic. 1.—Typical audiogram chart. 


heard. Fig. 2 shows that between 1,000 and 2,000 c.p.s. 
the speech sounds of normal conversation at 3 ft. are some 
60 decibels above the normal threshold, and that conversa- 
tion is therefore heard and understood without difficulty. 
With a 40-decibel loss of hearing at these central frequencies 
the 20-decibel margin required for easy understanding 
of speech is partially lost, and with this degree of loss 
some difficulty in understanding conversation can often be 
noticed. 

With a 60-decibel loss understanding for conversation 
is always severely impaired, while a loss of 80 decibels or 
more is generally considered to constitute a total loss of 
serviceable hearing. It will therefore be seen that the pure- 


PEEP SHOW BOX WITH LOUD SPEAKER 
AND SIGNAL LAMP 


tone audiogram,. whatever its limitations, makes possible 
a clear answer to the vital question: To what extent 
is the subject capable of hearing the sounds of ordinary 
conversation ? 

If the threshold curve falls» below the 60 decibel level at 
the central frequencies we can say with certainty that the 
disability is severe, if below 80 decibels that jt is 


. substantially complete. 
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Fic. 2.—Audiogram showing the intensity-frequency of 


sounds set up by a normal voice at a distance of 3 ft. 


The Peep-show Test Apparatus _ 

The apparatus consists of two parts: one, shown on the 
left of Fig. 3, consists of a wooden box with a picture at 
the back well suited to the taste of young children. This 
picture can be seen through a viewing hatch when illu. 
minated by means of an electric-light bulb, which is also 
shown inside the box. Above the viewing-hatch is another 
8-volt bulb, which can be seen through a shuttered orifice, 
and above this orifice is a loud-speaker. The bulb is a 
signal lamp, and is used with the loud-speaker to give 
synchronized visual and auditory signals in the manner to 
be described. 


SCREEN BETWEEN OPERATOR 
AND SUBJECT 


OPERATOR'S CONTROLS 


SWITCH 
8 
(rorarr) 
700 
DECIBELS 
INS 
DECIBEL 
SWITCH A STE) 
8 volts. AUDIO 
FREQUENCY 
OSCULATOR. 
TRANSFORMER 


Fic. 3.—Diagram of the peep-show test apparatus 
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This first part of the apparatus is used by the subject, 
the child, who is seated on a chair in front of the viewing- 
hatch. In this position the child is separated by a screen 
from the second part of the apparatus, which is shown on 
the right of Fig. 3 and is used by the tester. The screen 
has a hole in it through which the tester can view the 
subject at a range of some 5 ft. (1.5 m.) or more without 
himself being observed. . 

The tester’s part of the apparatus consists of a pure-tone 
generator and attenuator, together with a mains trans- 
former giving an output of 8 Volts. The output leads of 
the tone generator and of the transformer pass to the 
double rotary switch B, operated by a single handle as 
shown on the right of Fig. 3. From the switch the two 
pairs of leads pass respectively to the loud-spedker and 
signal lamp of the subject’s part of the apparatus. These 
accordingly give synchronized impulses of sound and light 
when the handle of switch B is rotated by the tester. An 
additional 8-volt tapping from the mains transformer sup- 
plies the illumination bulb in the picture box. The leads 
reach it by way of two press-button switches arranged in 
series. One of these, switch A, is controlled by the tester ; 
the other, switch C, is placed by the right hand of the 
subject near the viewing-hatch. It follows that the picture 
is illuminated only when both switches are pressed at the 
same time. ; 
The Peep-show Test Procedure 

The child is first engaged in play with a few simple toys, 
and as soon as its co-operation has thus been secured it 
is seated in a comfortable chair with its face 2 ft. (60 cm.) 
or so from the viewing-hatch. The position of the child is 
so arranged that switch C is within easy reach of its right 
hand. An instructor, whose function is a vital one, sits on 
the left of the child and focuses its attention, by pointing, 
on the signal lamp. Meanwhile the tester is observing the 
child from the opposite side of the screen. The general 
arrangement of the test procedure is shown in Fig. 4. As 
soon as he observes that the child’s attention 
is focused upon the signal lamp he rotates 
switch B and simultaneously presses switch A. 
Synchronized impulses of light and sound are 
then emitted from the signal lamp and loud- 
speaker. The tone frequency used for this 
initial signal is 1,024 c.p.s., with an intensity 
some 80 decibels above the normal threshold 
as previously determined by a normal hearing 
subject with his head in the test position of the 
child. It will be understood that while this 
dual signal—auditory and visual—is being 
given with switch A closed, it is possible for 
the child, by pressing switch C, to light the 
lamp inside the box and be rewarded by the 
spectacle of the illuminated picture. 

The first move is made by the instructor 
(M. R. D.). As soon as the signal appears 
she leans forward and, ostentatiously press- 
ing switch C, points to the illuminated picture, 
now visible through the viewing-hatch. This the child 
scrutinizes with interest. The tester then stops the rotation 
of switch B and simultaneously opens switch A. The 
synchronized signals at once cease and the illuminated 
picture disappears. At this point the instructor withdraws 
her finger from switch C, indicating by a shake of her 
head that it no longer works. She then again focuses the 
child’s attention on the signal lamp by pointing. As before, 
the synchronized. signals are again given by the tester. 
Again the instructor leans forward and presses switch C, 
and again the picture is illuminated and observed with 
approval by the child. The signal is then withdrawn once 


more and again the picture disappears. By this time the 
child has usually learnt that the moment to press the switch 
and be rewarded by the appearance of the picture is when, 
and only when, the signal lamp is flashing. Consequently, 
when the signals appear for the third time the child does 
not usually wait for the instructor to press the switch ; 
instead he leans forward and presses it himself, and usually 
evinces considerable satisfaction at the appearance of the 
picture. Once this point has been reached the success of 
the critical hearing test procedure is assured, and it is then 
applied. The rationale of this is as follows. 


So far as the test has gone, the synchronized light and 
sound signals will have been seen and, in the case of a 
child with hearing, heard. The two sets of signals promptly 
acquire a close association in the child’s mind, each 
announcing with equal effectiveness the time to press the 
switch. It follows that when one set of signals (the visual) 
is withdrawn, the other set (the auditory) continues to act. 
In effect this means that the light signals can now be with- 
drawn and the test then becomes a test of hearing. * 


The withdrawal of the light signal is simply effected by 
closing the light shutter. This is done by the instructor. 
In the case of a child with a hearing loss of less than 80 
decibels the response to the signal, which now consists >f 
sound pulses only, is unchanged. He leans forward at 
once, presses the switch with unabated alacrity, and again 
displays his satisfaction with the result. The further steps 
of the test follow in logical sequence. The tester repeats 
the signal with rapidly decreasing intensities of sound (20- 
decibel steps), and a: point is quickly reached at which the 
child fails to respond by pressing the switch. The signal 
intensity is then raised in steps of 10 decibels until ‘he 
response again appears. As already stated, the equipment 
is calibrated for intensity in decibels above the normal 
threshold in the head position of the child. In consequence, 
the final threshold reading, which is of course for binaural 
hearing, can at once be inscribed in terms of decibels of 


Fic. 4.—The apparatus in use. 


hearing loss on the usual audiogram chart. The same 
procedure is then repeated at 2,048, 4,096, 8,192, 512, and 
256 c.p.s. These frequencies are used in the sequence given, . 
and with each the test starts with the light shutter open. 
With the dual signal the child responds as usual by pressing 
the switch. The light shutter is then closed and the test 
proceeds, as already described, as a test of hearing. At 
each frequency it is usual to change the picture in the box, 
a simple procedure which is carried out by the instructor. 

The full. test procedure at each frequency seldom lasts 
more than two minutes ; often it is much less. The entire 
test is generally completed in 10 to 15 minutes. The 
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children show no signs of fatigue or boredom provided the 
pictures are changed as described, and the significance of 
the test results is strikingly shown by the alacrity of the 
responses and the regularity with which the threshold 
readings can be repeated. 

It is necessary to add a final word of warning upon the 
need for care in regulating the intensity of the sound 
stimulus used to begin the test procedure. As described 
in the text, the figure is given of 80 decibels above normal 
threshold. In the case of a child with normal or near 


normal hearing such an intensity would be likely, of course, . 


to prove unpleasantly high, and for this reason its use might 
bring about a complete breakdown of the test procedure. 
When, therefore, there is reason for suspecting that the 
deafness is slight, it is usual to begin with an intensity of 50 
to 60 decibels above the normal threshold. ; 

The age distribution of the 31 children tested with the 
peep-show was as shown in the table below. 


Age in No. of Age in No. of 

Years Children | Years Children 


In addition, a few older children were seen with speech 
defects associated with mental deficiency. 


Selected Case Reports 


J. J., a male child aged 2 years 4 months, could at the age of 
10 months say “dad,” “mum,” and “baba.” He then had 
bronchopneumonia followed by frequent colds with a little ear 
discharge. His speech has since deteriorated, and he expresses 
his wants by gestures, does not respond to calls or noises, and 
is thought to be deaf. The tympanic membranes are opaque 
but intact. There is no response to gong or hooter. He co- 
operates well with the peep-show, but does not respond at 
all to sound alone. Diagnosis: Hearing absent (or below the 
maximum intensity obtainable with the peep-show loud- 
speaker). 

‘R.C. and D.C., uniovular twins aged 11, were low-grade 
mental defectives and had never developed speech. They were 
active, played football, and made many inarticulate noises. 
There were no neurological abnormalities, and psychological 


tests showed a mental age of 2 years 10 months. There was 
an Db 20 
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Fic. 5.—Audiogram of R.C. Fic. 6.—Audiogram of D.C. 


no abnormality of the ears, nose, and throat. With the peep- 
show both responded fairly well and gave responses which were 
very near to normal. Their audiograms appear in Figs. 5 
and 6. Diagnosis: Speech defect with aphasia; low-grade 
mental deficiency ; hearing normal. 

P.M., a girl aged 6, was normal as a baby and babbled 
freely. She had meningitis at 10 months, did not walk until 
2 years, and speech has never developed properly. She attends 
ordinary school but is unresponsive, and her teacher thinks 
this is due to deafness. The girl appeared intelligent but was 
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Fic. 7.—Audiogram of P.M Fic &»—Audiogram of J. P. 


remarkably shy. She repeated numbers spoken behind 
1 ft. (30 cm.). No responses were obtained from caleanl pa 
of vestibular function. She co-operated well with the 
= Fig. ah ge her audiogram. Diagnosis : Incomplete 
eafness, probably due to meningitis. She was mended 
for a special school. 7 

J.P., a boy aged 3 years 9 months, was normal up to the 
age of 12 months. He then had pertussis and his speech has 
not developed properly. An intelligent child, he repeated num- 
bers spoken close to his ear and responded well with the pee 
show. (Audiogram, Fig. 8.) Caloric responses of vestibular 
function were normal. Diaghosis : Incomplete deafness due to 
bilateral neurolabyrinthitis. 

R.R., a boy aged 6, was brought by his parents on a 
of inattention following brief attacks of earache two yous aa 
after measles. Tuning-fork tests showed middle-ear type of 


deafness. Pure-tone audiometry was attempted and found 
20 
0 
20 
40 
° 60 
80 
256 2048 40% 8192 
Fic. 9.—-Audiogram of R. R. 
impossible. He reacted well with the peep-show. (Audio- 


gram in Fig. 9.) Diagnosis: Catarrhal deafness, Surgical 
removal of tonsils and adenoids recommended. 


Discussion 

The peep-show technique described here certainly appears 
to overcome the two main difficulties of pure-tone tests in 
young children. By this we mean that the usually meaning- 
less sound stimuli are given an arresting significance in the 
child’s consciousness, while the still greater difficulties which 
arise when it is offered an explanation of the nature of 
listening and hearing are completely evaded by coupling 
the sound stimulus used to test the doubtful sense of hear- 
ing with a synchronized visual signal upon the effectiveness 
of which full reliance can be placed. In this way the child 
is induced, with no explanation other than a simple dumb 
show, to use any hearing it possesses to respond with vivid 
alacrity to pure-tone stimuli which are accurately con- 
trollable for frequency and intensity. , 

Perhaps the best-known of previous attempts to adapt 
pure-tone audiometry for use with children is the so-called 
tunnel test described by Ewing (1930). Its technique was 
not, however, designed to overcome the difficulty of explain- 
ing to the child the nature of the listening procedure, and 
the test is not stated to have been applied to children under 
the age of 6 years. Since it was first described no further 
reports of its use seem to have been published. Perhaps 
the most striking tribute to the increase in effectiveness of 
pure-tone audiometry in young children which can be 
achieved by the use of the peep-show procedure is to be 
found in a more recent paper in which the Ewings (1944) 
review very fully their present methods of festing the hear- 
ing of children. This paper includes a detailed account of 
the test procedures used for a group of some 72 children, 


most of them suffering from deafness, between the ages of 
3 and 5 years—the age group in which we find the peep- 


show procedure to be of particular value. These authors 
rely chiefly upon drums, pitch-pipes, and spoken voice 
tests ; pure-tone audiometry, applied according to the con- 


ventional technique, is not considered as a practical possi- 
bility. In this respect their opinion, with. which we are i 


complete agreement, is given in the following terms: 
“ Pure-tone audiometric tests—We found that some of the 


older children among those’ who proved to be either not deaf: 
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at all or partially deaf, like the older children in the war 
nurseries, learnt quickly to respond to loud or fairly loud pure- 
tone stimuli, but that they were not interested in listening to 
meaningless sounds. The audiometer in itself roused little 
or no interest and the children’s attention was apt to wander. 
Our experiments showed that except in three or four cases of 
very intelligent partially deaf children it was not possible to 
obtain threshold readings.” 

Pure-tone audiometry accurately applied as by the peep- 
show procedure certainly yields a quantitative assessment 
of hearing which is considerably more accurate than any- 
thing which can be achieved by means of pitch-pipes, drums, 
or the spoken voice. In addition, these latter tests also 
demand for their successful application the services of 
testers of high skill and long experience. Furthermore, it 
would seem inevitable that the test procedures must extend, 
not infrequently, beyond the scope of a single interview. 

In contrast, it can be said of the peep-show procedure that 
great skill and experience are not required. The apparatus 
itself is simple, and the observational conditions for the 
tester very good. The responses of the child, too, are quite 


straightforward and can be inculcated by anyone able to 
secure his co-operation in simple play. As stated, too, the 
total time for the test procedure seldom exceeds fifteen 
minutes, while its results are, with very few exceptions, 
decisive. 

From the administrative point of view there seems good 
ground for expecting that the pe¢p-show test will prove of 
considerable value. According to the Education Act of 
1944 the Ministry of Education is now called upon to pro- 
vide special educational facilities for deaf children under 
the age of 5 years. Children. are, of course, not infre- 
quently sent to day schools at the age of 3 or 4 years, and 
an increasing interest is being taken by teachers and parents 
in the need for the early recognition of deafness. Young 
children are therefore likely to be referred in increasing 
numbers to otologists for confirmation and quantitative 
assessment of their deafness. No procedure at present in 
use would appear to possess the accuracy and ease of appli- 
cation of the peep-show test, and in this respect, therefore, 
we hope that its value will prove to be considerable. 


Summary 

A new technique is described which greatly increases the 
efficiengy of pure-tone audiometric tests in young children. By 
its means reliable threshold curves can be obtained in deaf 
young children of average intelligence down to the age of 
3 years. 

The equipment is simple and robust and the test procedure is 
rapid and easily applied. 

Grateful acknowledgments are made to our colleagues at the 
National Hospital and to others who have referred patients to us for 


examination. 
REFERENCES 


Ewing, A. W. G. (1930). Aphasia in Children, Oxford Med. Publ. 
—— and Ewing, I. R. (1944). J. Laryng., 59, 309. 


The Medical Sciences Committee of the Association of Scientific 
Workers has issued a memorandum on pathology in the National 
Health Service. It envisages a service covering the whole country, 
abie to perform Toutine pathological examinations when demanded 
by medical practitioners and to provide consultants to visit patients 
in their homes. The service could be extended to more remote 
parts by means of mobile laboratories. Five to six years’ hospital 
training is suggested for the specialist in pathology, during which 
time he would take a university diploma or higher degree. The 
report suggests that academic societies might admit to their mem- 
bership laboratory technicians who had done good original work. 
The report concludes by saying that “ quite large numbers” of 
demobilized medical men are being trained as pathologists in a 
somewhat haphazard way, and that there is a need for the Ministry 
of Heaith to indicate the likely demand for pathologists and to 
establish criteria for their training. 


SOCIAL SURVEYS 
MEDICAL AND PSYCHIATRIC ASPECTS* 


BY 


C. P. BLACKER, D.M., F.R.C.P. 


Social surveys make a difficult subject to discuss interest- 
ingly and profitably. Descriptions of individual surveys, 
which perforce deal with problems of sampling and of 


method, with figures, and with the interpretation of find- 


ings, are apt to be difficult to follow, and general principles 
and conclusions are easily lost in mazes of detail. On the 
other hand our subject is a large one, extending into many 
spheres other than the medical. We are here concerned with 
social medicine and psychiatry. Where is the common 
ground between these subjects? How is our knowledge 
of their joint problems furthered by social surveys? How 
can we discuss this matter most usefully at an international 
conference ? 

I shall begin with a word about the evolution of social 
surveys ; I will then pass on to something about medical 
terminology, which must be internationally intelligible for 
surveys in different countries to be comparable ; and I will 
conclude with some remarks about the objectives of those 
surveys which are primarily concerned with problems of 
health, 

History of Surveys 

Medicine and psychiatry are by no means necessarily a 
primary concern of social surveys in general, though they 
enter prominently into many and are tacitly recognized 
as important in most. In their valuable Bibliography of | 
Social Surveys,t to which I am much indebted for what 
follows, Allen Eaton and Shelby M. Harrison bring out 
the fact that social surveys are essentially developments of 
the twentieth century. The earliest surveys figure as 
delayed expressions of a growing awareness of the evils of 
urbanization. Social surveys in general are attempts at 
social self-assessment whose beginnings were delayed 
because, like the individual’s strivings towards self- 
knowledge, they mark the transition from boisterous 
adolescence to critical maturity. 

Throughout the nineteenth century the populations of 
the United States and of most European countries -were 
rapidly expanding. American towns were extending their 
range and attracting immigrants from Europe as well as 
many people from the countryside. . The first surveys were 
inspired by the deplorable conditions which -prevailed in 
towns. An early indication of this awareness in the United 
States was a book on slum conditions entitled How the 
Other Half Lives, by Jacob Riis, published in 1890, wherein 
is depicted from first-hand experience the insanitary con- 
ditions which prevailed in the most crowded sections of 
New York ; other American works were Lincoln Steffens’s 
The Shame of the Cities (1904), the Hull House Maps 
and Papers concerned with Chicago, and the report of the 
New York State Tenement House Commission, appointed 
in 1900 by Theodore Roosevelt. Early and important 
studies in this country, inspired by a similar concern about ° 
how the poor were living in big cities, were Charles Booth’s 
Life and Labour of the People in London (1902) and 
Seebohm Rowntree’s Poverty: A Study of Town Life, of 
the year before. | 

Noteworthy in the history of surveys for its breadth of 
conception and thoroughness of execution was the survey 


*Read at a joint meeting of Sections of Social Medicine and 
Psychiatry of the International Conference of Physicians on Sept. 11, 


1947, at the London School of Hygiene and Tropical- Medicine. 
tRussell Sage Foundation, 1930, New York. 
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of Pittsburgh, the centre of the western Pennsylvanian steel 
district. This enterprise was directed by Mr. Paul Kellogg 
and financed by the Russell Sage Foundation, always a 
patron of social surveys. The subject matter of this com- 
prehensive: inquiry, in Eaton and Harrison’s words, “ in- 
cluded the study of wages, hours of work, work accidents, 
and other questions of industrial relations and conditions 
for both men and women workers ; of family budgets and 
home conditions among steel workers ; typhoid fever and 
other problems related to health and sanitation ; housing 
of the working population ; the local system of taxation ; 
the public schools ; city planning and civic improvement 
possibilities ; the hospital and other institutional needs of 
the city; certain phases of the crime situation and the 
administration of justice; playgrounds and recreation ; 
dependent children in institutions ; and a number of other 
related questions.” 


The large range of subjects will be noted. Together 
with industrial conditions, town planning, and housing, 
the survey comprised sanitary, fiscal, educational, medical, 
criminological, legal, and charitable activities. Because the 
survey was planned to effect social improvements which 
would concern every inhabitant of the town, much atten- 
tion was given to a matter which tends to be ignored in 
purely medical surveys—namely, publicity. The chief find- 
ings were graphically presented in a public exhibition, and 
summaries of the various reports, eventually embodied in 
six volumes, were published in newspapers and magazines ; 
full use was also made of addresses, discussions, and meet- 
ings—in short, of both the written and the spoken word. 


The idea of turning the social survey into a communal 
enterprise wherein everyone can participate was carried a 
stage further in the survey of Springfield, Illinois, carried 
out in 1914. At that time Springfield contained about 
60,000 people and, because of the wide diversity in its 
economic and social activities, had much in common not 
only with the other 47 State capitals but also with many 
other American cities. The enthusiasm which was 
awakened may be inferred from the fact that seventeen 
agencies—national and State, public and private—col- 
laborated in the enterprise, a large proportion of the cost 
of which was born by the locality. Over 900 citizens 
participated as. volunteer workers, taking part in the field 
investigations or in the preparation of the Survey Exhibi- 
tion. An elaborate educational campaign, outdoing in this 


respect Pittsburgh’s exhibition, was also organized. “‘ Those’ 


familiar with publicity work,” write Eaton and Harrison, 
“ will recognize the value of such things as the invitations 
sent out by a hospitality committee to mayors throughout 
the State ; exhibit models . . . displayed in public places ; 
unexplained cartoons posted in the windows at Exhibition 
headquarters ; the street railway company’s offer to trans- 
port school-children free to the Exhibition.” Prizes were 
also offered for the best grammar-school essays on “ What 
I saw at the Springfield Survey Exhibition ” ; special days 
were assigned to societies and organizations ; and a daily 
newspaper gave a column entitled “ The Survey Question 
Box.” 


The Springfield Survey took place in 1914. Looking 
back over the past 33 years, we discern a civic enthusiasm 
in these early American surveys which reflects the dynamic 
quality of these vigorously growing cities. A continent 
had been subdued by the initiative and faith of early 
pioneers ; vast natural resources lay to hand, waiting to be 
developed ; an abounding spirit of enterprise saw no limits 
to the perfectibility of the New World.’ Throughout these 
early surveys the stress was on the environment of the 
New World’s cities, and it was hoped that the New World’s 
citizens would become perfected with its cities. 


‘under severe strain. 


Let us not underrate the value of the exhibitions the 
publicity, and the advertisement given to these geographic. 
ally restricted surveys. Such surveys are being promoted 
in England to-day, though for reasons somewhat different 
from those which prompted the Pittsburgh and Springfield 
surveys. Here we are now confronted with the many prob- 
lems of an increasingly congested population endowed 
with new powers of locomotion. Much excellent Publicity 
was organized for the recent surveys of London. Luton 
and other provincial towns have held well-publicized 
surveys. Many of these surveys—that of London for 
example—are more concerned with problems of town. 
planning and@ housing and less with sanitary, medical 
educational, and psychiatric matters than were the Ameri. 
can cities of a generation ago. The medical surveys tenq 
in this small country, to be centrally organized, ang ie 
consequence receive little of the publicity which is accorded 
to geographically restricted enterprises by the civic zeal 
which has local roots. Indeed the absence of publicity 
accorded to, and the general indifference to the recommen. 
dations contained in, many excellent medical surveys ang 
reports recently produced in this country have been the 
subject of comment by at least one experienced outside 
observer. 


An International Medical Terminology 

I have already remarked that psychiatric terminology 
must be internationally intelligible for the results of 
psychiatric surveys in different countries to be comparable. 
The movement towards international understanding has 
borne fruit in medicine in the “International Statistica} 
Classification of Diseases, Injuries and Causes of Death” 
which is now in preparation. This joint enterprise should 
be specially welcomed by psychiatrists because of the con. 
fusion of the diagnostic nomenclature of psychiatry. There 
is no sphere where terms become more rapidly pejorated 
and obsolescent. In 1890 the Lunacy Act was passed in 
this country; but now the word “lunacy” is ‘banned, 
The word “asylum,” French asile (an appropriate word 
meaning a place of refuge), is now so charged with sinister 
implications that it too is banned. Euphonious terms with 
impressive roots in Greek and absurd connotations— 
melancholia, hypochondria, hysteria, etc.—have dubious 
reputations and short lives not only because they become 
pejorated through their association with the feared con- 
dition of lunacy, they are also found wanting by advancing 
knowledge. It was because of clinical experience that 
“dementia praecox” yielded placg to schizophrenia 
Other terms, now reputable, may be thrown: overboard, 
especially those with wide meanings covering diverse 
syndromes which may respond differently to new treat- 
ments. I may be wrong, but I give a short life to a term 
like hysteria, which embraces heterogeneous clinical con 
ditions and is likely to be broken up as further knowledge 
is gained. 

In the stresses of war, moreover, new euphemisms, such 
as shell-shock (1914-18), are invented to facilitate the 
honourable disposal of good men who have broken down 
But when the wars are over these 
words come to be applied to men who have never expeft 
enced any but the most commonplace stresses ; the wor 
become abused, lose their original meanings, and af 
banned. The same is now happening to terms like “ battle 
exhaustion ” and “ flying stress ” (1939-45). The innoce 
word “mental” (from mens, the mind) is acquiring 
pleasant connotations; so is the awkward wor a 
chiatrist,” about which there are unkind jokes. It wo 
be interesting to know if in other countries and oth 
languages the useful lives of psychiatric terms are as sho 
as they are here. iF 
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The attempt to assimilate the conditions of hospitals 
for mental with those for physical illnesses may reduce the 
still widespread fear of mental diseases and therefore 
retard the turnover of psychiatric terms. The international 
classification may also give to these better prospects of 
ife. 
¢" moreover, psychiatrists in one country are to profit 
from surveys conducted in other countries the question of 
terminology becomes important. This fact became clear 
to me when, fourteen years ago, I was asked to prepare a 
report for the Brock Committee on Voluntary Sterilization. 
How much mental defect, I had been asked, would be pre- 
ventable if all defectives ceased to have children? There 
were several relevant investigations reported in German and 
English. It became clear, however, that the terms used in 
the two languages (“ Oligophrenia ” in German and “ mental 
defect” in English, as well as some of the terms denoting 
grades of defect) covered different ranges of abnormality. 
Since the milder forms of defect are the most strongly 
familial, and since the German term “ Oligophrenia ” has 
a wider upward range than the term “ mental deficiency ” 
as interpreted under our Mental Deficiency Acts, the Ger- 


, man literature gave a somewhat different impression from 


the British of how far mental deficiency would be reduced 
if all defectives ceased to reproduce. Prof. Strémgren has 
drawn attention to how the proportions of abnormal per- 
sons found in regional surveys of mental abnormalities vary 
with the latitude accorded’to certain diagnostic terms ; and 
in his survey of the island of Bornholm he drew comparisons 


New York and Sweden. 


If, therefore, an international classification is to serve 
the purpose for which it is devised, two things are neces- 
sary: first, that the list of approved terms should be sub- 
jected to revision at regular intervals, and, secondly, that 
where the terms are ambiguous some description should be 
given of the clinical conditions they are intended to cover. 
Arrangements have been made for meeting the first of these 
needs. The World Health Organization has appointed an 
Interim Commission to which suggestions for improvement 
of the “list of categories” can be sent at any time. 
Indeed, the Interim Commission will at regular intervals 
ask for such suggestions. The second of the above- 
mentioned needs—that ambiguous terms should be sup- 


met by a decision to assemble many of the psychiatric 
terms in general or occasional use in an alphabetical index 
that would show under which number in the approved 
classification each of the terms should be listed. Such an 
arrangement would go far to meet difficulties arising in 
countries speaking the language in which the approved 


classification and the alphabetical index was prepared. But 
I doubt if it would be helpful to countries speaking other 
languages. The psychiatric idioms of English-speaking 
countries included in the alphabetical list might be difficult 


to translate into Russian, Hungarian, and‘ Chinese. I see: 


only two ways out of the difficulty. The first is that 
medical committees in countries speaking other languages 
than English—the language of the International Classifica- 
tion—should prepare their own alphabetical lists of current 
diagnostic idioms to fit in with a translated version of the 
International Classification. The second, and surely simpler, 
way out of the difficulty is to append to certain key terms 
in the International Classification short and succinct des- 
criptions, readily translatable into other languages, of the 
clinical conditions which the terms are intended to denote. 
In the light of these short descriptions, idiomatic terms in 
different languages would then be assigned to their appro- 


“§Ptiate heading and number in the international list. 


between his own figures for hospital cases and those of 


plemented by brief clinical descriptions—has been partly | 


I have it in mind that the international list might be 
reproduced in a series of separate pamphlets corresponding 
to the different sections or specialties, and that in these 
pamphlets the key diagnostic terms should, where appro- 
priate, be elaborated as suggested above. The International 
Classification of 1947, which by design can be further 
differentiated, is a somewhat massive document. It has 
room in all for 10,000 diagnostic items, not all of which have 
in fact been formulated. Numbers 3,000 to 3,300 are 
reserved for the psychiatric classification. These three 
hundred or so psychiatric terms, together with an alpha- 
betical index of other currently used terms not included in 
the classification or in a supplementary “ Tabular List,” 
might be published as a pamphlet to be used by psychiatrists. 
The same could be done for neurology, cardiology, dermato- 
logy, etc. Armed with translations of such a (comparatively 
speaking) wieldy document, specialists in different countries 
could be assured of some common understanding as to 
usages. I wish to thank Dr. Percy Stocks for information 
on some of the matters mentioned above, though he is not 
to be associated with any of the conclusions reached or 
suggestions put forward. ; 


Objectives of Surveys 

I now turn to my third theme—namely, the objectives of 
surveys concerned with health. Such surveys may be of 
local origin and circumscription, or they may be centrally 
initiated and designed to cover the whole country. It is 
probably true to say that most local surveys are indirectly 
concerned with health. Every town-planning and housing 
scheme has as an objective a healthier population. But the 
concern with health may be direct, asin surveys initiated 
by medical officers of health. Centrally initiated surveys 
are more likely to be organized in a small country like Great 
Britain than in large ones like the U.S.A. or the U.S.S.R. 
We can also distinguish between single, periodic, and con- 
tinuous surveys. Prof. Strémgren’s survey is an example 
of the first kind ; a decennial census is an example of a 
periodic survey, and so perhaps is Dr. E. O. Lewis’s in 
that a survey bearing comparison with his was made twenty 
years previously ; and the process of notification of diseases, 
admitting of the publication of regular periodic returns 
covering the whole country, involves a continuous survey. 


Most social surveys carried out in the territories common 
to social medicine and psychiatry have somewhere in the 
background a utilitarian aim: their results are expected to 
point the way towards social improvements. There are 
three possible objectives, which present themselves in a 
certain order, like lines of trenches to be captured. The 
first is the ascertainment of the gross incidence of the con- 
dition under investigation, or of its differential incidence, 
or, if possible, its trend. Thus Dr. Lewis was concerned 
with the gross incidence of mental defect in England and 
Wales, with its differential incidence in town and country, 
and with trends during the preceding twenty years. Prof. 
Strémgren was concerned with the total incidence of 
psychiatric abnormalities in Bornholm, and with the average 
expectation there of various forms of mental illness. His 
survey has something in common with that instituted in an 
area of South-West Scotland by Dr. Mayer Gross. The 
second possible objective of social research is the cause or 
causes of the condition under investigation. The Mental 
Deficiency Committee, to which Dr. Lewis made his report, 
had something to say about the familial incidence of the © 
higher grades of defect; and Prof. Strémgren was con- 
cerned with the genetical character of some of the disorders 
he surveyed. The third objective is remedial: it supplies 
an answer to the questions, Up to what limits can improve- 
ments be made ? and, How much can we reasonably expect 
to do? 
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An answer to the question, How much can we reasonably 
expect to do? can be gained from inquiries into differential 
incidence. Thus the fact that rheumatic fever, infantile 
deaths, and stillbirths are of relatively scarce incidence 
among people living in socially favoured conditions pro- 
vides us with a vision of a goal which could be attained 
by social policy. The same can be said for the experiences 
of other countries. The fact that in 1939 the infant mor- 
tality rate for New Zealand was 31 while that for Malta 
was 227 provides for the Maltese and the rest of us a 
standard to which we can reasonably aspire. By such 
comparisons we can also learn something about the causes 
of infant mortality and also about remedies. When diag- 
nostic terms used in different countries can be matched with 
each other as closely as can figures for infant deaths, then 
we shall be better placed’than we are to-day to profit from 
the findings of other countries’ surveys. 

We in this country are surely on the threshold of a period 
when the social survey, the pilot inquiry, can be more use- 
fully employed than ever before. The value of pilot investi- 
gations was well appreciated by the Nuffield Foundation 
when this body was concerned with exploring the possi- 


bilities of co-operation between the voluntary and municipal . 


systems of hospital administration. How much greater can 
be their usefulness in the future when the structure of our 
medical services will be more uniform. Indeed, many will 
base their judgment of centralized medical services on the 


extent that universities and other unofficial organizations are’ 


encouraged to make pilot investigations. Unofficial bodies 
have in the past played the part of advance guards, recon- 
noitring new territories into which, when positions are 
established, the ponderous main body moves into occupa- 
tion. The main body has now become large and pon- 
derous: all the more need for scouts, patrols, and guides. 


Conclusion 


I began this paper by commenting on how the early 
American social surveys and our own—the Booth and 
Rowntree surveys—were concerned with the effects of 
inequalities in the environment. If hopes are fulfilled by 
the new order we will witness a narrowing of the gap which 
separates the over-opulent from the slum home. There will 
be a general equalizing of those features of the environment 
which influence health. Differences between human beings 
will then be better recognized as being partly determined by 
innate qualities. For man is not only the product of his 
environment ; he is also largely its architect. 


Speaking at the Silver Jubilee National Safety Congress organized 


by the Royal Society for the Prevention of Accidents and held at . 


Brighton from Oct. 6 to 10, Mr. Duguid said that only a few 
American States—notably New York and California—had safety 
legislation comparable to that in Great Britain. Other States either 
had very little legislation or else had laws which were not well 
enforced. America had nothing to teach us about the fencing of 
machinery. Dust and fume removal in American factories was 
good, but general factory ventilation was not. Mr. Tugman said 
that he went to America to learn what he could about safety methods 
and therefore visited only the best factories. What he had seen 
was not necessarily typical of American industry as a whole, but 
he was satisfied that the best results achieved in America were 
better than the best results achieved in Great Britain. Making all 
allowances for different methods of calculation, he had come to 
the conclusion that in the best American works the accident rate 
was only one-quarter of the lowest figures recorded in this country. 
One reason for this was that, in the best firms, the drive from the 
top was more apparent than in Great Britain, and there seemed to 
be a greater emphasis on managerial responsibility for accident 
prevention. More staff was empioyed to encourage, co-ordinate, and 
advise on safety at all levels of management. On the subject of 
protective clothing we did not have much to learn from the U.S.A., 
and guarding of machinery was not practised to nearly the same 
extent as in this country. 


CHILD-BEARING AND PULMONARY 
TUBERCULOSIS 


CHARLES J. STEWART, M.D., D.R.C.0.G, 
Assistant Physician, Uxbridge Chest Clinic 


AND 


F. A. H. SIMMONDS, M.A., M.D., D.P.H. 
Medical Director, Clare Hall County Sanatorium, Middlesex 
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Just how commonly do pregnancy and tuberculosis occur | 
together? Routine radiography and screening of women | ™ 
attending antenatal clinics show that the rate of incidence | 
of pulmonary tuberculosis is no greater among pregnant | | 
women than among others in the same age group (Nico} | 
Roe, 1946 ; Jacobs, 1946 ; Dawson, 1945). the 

Rich (1944) estimates that in America one woman in |¥ 
eight of those aged between 15 and 30 years is pregnant at |* 
any given moment. A similar estimate for the Population the 
of Middlesex for the years 1943-4 shows that of women of |#S 
child-bearing age (15 to 45) 1 in 12 to 1 in 16 were delivereq |5¥! 
of children in each year. The peak incidence of tubercy. |#” 
losis in females occurs during the same age period, hence |™° 
it is clear that chance alone will ensure that a considerable (Ti 
number of women will be pregnant in a reasonably close 
time-relationship to the onset or, course of a tuberculous |— 
illness. It is therefore wise to admit an aetiological asso. 
ciation only if it is established that tuberculous disease jg | arr 
more frequent in women who have gone through pregnancy 
than in an otherwise comparable group. Such a comparison |-— 
is in practice extremely difficult. 

If the estimates given above hold for the whole of Britain 
it would seem that 2,000 to 3,000 tuberculous women ere 
become pregnant each year. The only large series of cases 
reported recently in this country is from the special unit for 
pregnant tuberculous women at Black Notley (Cohen, 1946). off 
Because of the paucity of reliable information on the subject 
it was decided at a meeting of the Middlesex Tuberculosis 
Association in January, 1944, to keep a central register of 
pregnancies occurring in women attending chest clinics in}. 
the county. It was from this register that the present series 
of cases was obtained, and from the records of the clinics 
that the information regarding the patients was collected. 

No attempt will be made here to review the extensive 
literature, as several recent summaries and reviews are 
available (Friedman and Garber, 1946; Cohen, 1946; 
Oxenham, 1941; and Brooks, 1940). 


Object of Investigation but 

Our aim was to determine what influence, if any, “ child-§ mi 
bearing” has upon the course of pulmonary tuberculous 
disease in patients already diagnosed as suffering from 
pulmonary tuberculosis and those whose disease was found 
during the early months of pregnancy. 

A deliberate distinction is made between “ child-bearing 
and “infant-rearing.” By the former is understood 
physiological process of conception, maturation of theg preg 
foetus, and parturition, with the associated metabolic, endé excl 
crine, and mechanical changes in the mother. Rearing og but 
an infant includes its care and nutrition. The early monthiginch 
after the birth of the child call for much effort fromg TI 
the average mother—extra washing, preparation of feeds§be e 
and sleepless nights often causing a state of tension afijouts: 
anxiety. Common to both these periods for most womélijrx-ra) 
are the normal household duties, including shopping ; irefu: 
the period surveyed here these were even more ardudiiganot 
than in peacetime. No attempt is made here to assess @i™per | 
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grain of rearing an infant. It must be admitted that it is trols—26% compared with 8% in the pregnant group of 
.RY difficult to separate these functions precisely: the puer- patients—was partly due to the fact that the investigation of 
ium, really a part of the child-bearing process, coincides the pregnant women was planned before the collection of . 
art the early days of the period of rearing. For the above cases ; all such cases had clinical and radiological examina- 
reasons the state of the disease was assessed as near to the tions at three-monthly intervals, while the details of the 
.G. beginning of pregnancy as available records allow ; this control group of cases had to be collected in retrospect. 
state was then compared with the state three to six months These two large groups, composed of 216 pregnant 
after parturition. women and 259 non-pregnant women, were compared for 
= ; Pregnant Cases cies, (4) duration of disease, an activity or quiescence o 
iddlesex The estimated population of Middlesex for the period of disease. It was found that there was no statistically signifi- 
. the investigation was 1,900,000 ; at that time (1944) there cant difference under headings 2, 3, and 4, but for headings 
¥: occur were about 4,200 tuberculous females of child-bearing age 1 and 5 there was an important distinction between the two 
Bers on the registers of the chest clinics. groups. After separating the active from the quiescent 
me —o From January, 1944, a record of all cases of pregnancy cases and analysing them separately, comparison of the two 
p (Nical accurring in females with pulmonary tuberculosis attending active groups then showed that there was no significant 
the chest clinics was kept. Up to June, 1946, 160 women difference under headings 1, 2, 3, and 4, while there still 
_ | were known to have completed full-time pregnancies, plus remained in the quiescent group a wide difference in the age 
om, © 4 post-partum observation period of six months; 23 of composition of the pregnant and non-pregnant classes. 
ear % these had ernbarked upon a second pregnancy. There were Cc don 
coil also 56 women who had had their pregnancies terminated Age Composi 
delivered surgically. With the 20 patients who were lost sight of this In both “active” and “ arrested or quiescent _ groups 
tubercy. (#ves 4 total of 236 single pregnancies in a period of 18 the ages ranged from 18 to 43. There is a marked difference 
d, hence | months, allowing 15 months for the period of assessment Taste Il 
siderable (Table I). These patients were considered in two broad 
bly close Taste I ative Assented ot Quisssent 
oup 
erculous Pregnant| Non-pregnant |Pregnant| Non-pregnant 
cal asso- Stage of Tb. Pregnant Non-pregnant Und=r 30 xe 4 26 52 33 47 
lisease jg | Arrested or quiescent 166 (70-3%) | 125 (38-99%) Over 30 es Aid 24 62 73 78 
mparison Total 236 321 72=0°552; P: 05to0-3 | x%=9-458; P< 001 
‘ wal groups : (1) those with quiescent and arrested disease, total- in the age distribution of the two “arrested or quiescent” 
of cases | /in& 166; and (2) those with active disease (50), including groups (Table II). Suggested reasons for this are given later 
: progressive or advanced lesions and unstable but less severe in the paper. 
| unit for | gisease. Patients who were “ recovered ”—that is, written 
-n, 1946). | off the clinic register after at least five years of quiescent _ Social State and Environment 
aloes: disease—were excluded, as were patents moved from the — Middlesex lies to the north and west of London. From 
siatta off Ounty during the period of the inquiry. In Table I these a densely populated area bordering London it shades off 
Jinice: ie latter ~—, we included in the line marked “ records through typical suburban areas to rural surroundings on the 
at seni inadequate. periphery. Largely built upon between the two great wars, 
e clinis # - . Controls it now contains a mixed population derived from its former 
lected In assessing any group of tuberculous patients the ques- residents, persons removed from London as a result of 
. § tion of controls is always a thorny one, and with the added slum-clearance schemes, and others from ‘all parts of the 
extensive complication of pregnancy the difficulties are in no way BBritish Isles. Many districts have their own industries 
* oa eased. Forssner et al. (1924), and many workers subse- which absorb the local working population; others are 
‘} quently, were of the opinion that an adequate control group mainly residential and dormitory areas for London. 
was impossible to obtain. In the early 1920’s Alice Hill The period of the investigation covers the latter part of 
(1928) and others attempted it with some degree of success, the second world war and the first year thereafter. It was 
but their figures would hardly satisfy the statistically a time when people had to contend with many hardships 
, “ child-§ minded. . and restrictions affecting almost all aspects of their daily 
erculows§ In spite of forebodings aroused by the literature it was lives. From June, 1944, to May the following year the 
ng iromgdecided to try to obtain a control group from the married area was bombarded from the Continent, causing in many 
as found§j women of child-bearing age on the register of two of the a constant state of anxiety and much loss of sleep. The 
Middlesex clinics on Jan. 1, 1944 ; from these were chosen diet, although possibly adequate in calories, contained the 
searing” all those who had had no pregnancy between January, 1943, minimum requirements of fat and protein considered neces- 
food thegand June, 1946—that is, all patients who might have had _ sary for the tuberculous. Tuberculous patients at that time . 
of the§ pregnancies in relation to the period of observation were were allowed 14 pints (7.95 litres) of milk a week compared 
ic, endogexcluded. All new patients and those who died in 1944 with the healthy civilian’s 3 to 5 pints (1.7 to 2.8 litres) ; 
aring digbut who otherwise conformed to the above criteria were pregnant women were also allowed extra meat and approxi- 
, monthg included. mately two eggs a week, as well as vitamin supplements in 


rt from 
of feed 
sion 2 


There was a total of 321 such cases, 82 of which had to 
be excluded for various reasons, such as transfer to areas 
outside Middlesex, or because only inadequate clinical or 
| womeligx-ray records were available, and lastly because some few 
ing ; i§refused or were unable to attend the clinic for one cause or 
arduoianother. The reason for this disproportionately high num- 
ssess ier of cases with “inadequate records” among the con- 


the form of orange juice and cod-liver oil. 

The social classification used (Table III) was based on 
broad general lines from reports by welfare officers and 
health visitors. Patients living in comfortable circum- 


stances and obviously in a position to pay for their treat- 
ment in a private sanatorium were classed as good ; others 
living in poverty and overcrowded conditions were classed 
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III 
Active Arrested or Quiescent 
Social State “ab 
Pregnant} Non-pregnant | Pregnant | Non-pregnant- 
Satisfactory or good .. 39 oo) 143 114 
Bad es 11 15 23 11 
Total .. te 50 114 166 125 
P:0-1 to 0-05 | x2=1-465; P:0-3 to 0-2 


as bad.. The great majority were in the satisfactory group, 
which contains the “ black-coated” and “working-class ” 
categories, and a large percentage had husbands serving in 
the Forces and were therefore living on Army pay and 


allowances. 
Degree of Parity 
Table IV shows that the groups are comparable in regard 
to the degree of parity. Among those who have berne 
children before it is important to eliminate so far as is 


TasBLe IV 
No. of Previous Active “Arrested or Quiescent 
Pregnancies Pregnant | Non-pregnant | Pregnant | !-on-pregnant 
31 54 97 
One or more . 19 60 69 54 
50 114 166 125 
x2=2-798; P: 0-1 to 0-05 | %2=0-694; P:0-5 to 0:3 


possible any influence that infant-rearing might have upon 
the present pregnancy. Knowledge of the spacing and 
frequency of previous pregnancies is essential for an 
accurate assessment of this factor. As the records inspected 
did not give this information it was decided to exclude 
from the present investigation all patients who had had 
pregnancies during the year prior to the period of assess- 
ment; such are included in Table I under “ inadequate 
records,” and they amount to less than 2% of the total in 


* both groups. 


. Duration of Disease and Obstetric Details 
The duration of the active cases is shown in two-year 
groupings and for the non-active cases in five-year group- 
ings (Tables V and VI). As is only to be expected, the non- 
active cases show greater chronicity than the active cases. 


TABLE V 
Duration of Di Active Disease 
n Years Pregnant | Non-pregnant 
o-1 23 H 55 
2-3 13 35 
4-5 7 12 
6+ 7 12 
50 114 
x2=1-005; P:0-8 


Taste VI 


tion of Diseas Arrested or Quiescent Disease 


in 3-year Groups Pregnant Non-pregnant 
o4 107 89 
5-9 am 46 26 
13 10 
Total .. 166 125 


x2=1-881; P:0-7 to 0-5 


The value of these figures is that they give a time picture of 
the state of the disease and a factual contrast to an opinion 
based on radiological appearances. 

Details of the obstetric history were lacking in most 
cases, but no obstetric deaths were recorded. Two patients 


were delivered b 
ere deliver y caesarean section on obstetric . 

another who became ill showed multiple opacities in a2 - 
x-ray film of the chest, diagnosed as metastatic pulmonary . 
abscesses following puerperal cellulitis. This patient of 
recovered after a long pyrexial illness. 


‘ Comments on Tables be 


Each of the foregoing tables has been submitted to the | ¥° 
x? test. The value of x? and the limits of P (probability) | the 
are shown for each of the tables. dis 

Where the value of P is greater than 0.05 the degree of 
difference between the two compared groups has been taken | — 
to be of no significance. In only one case—the age dis. 
tribution of the arrested or quiescent cases—is the difference 
significant ; in this respect, therefore, these two groups are 
not alike. 

Table I shows that the proportion of pregnant women | 
with active disease to those whose disease is quiescent jg | Wor 
much lower than in the control series, where there are | 
nearly the same number in each group. This suggests that 
women with active disease do tend to avoid child-bearing |[— 
Among those patients with active disease 11 (22%) wer 
diagnosed during pregnancy ; the other 78% became preg. 
nant knowing they were ill and presumably against the 
advice of their physicians. At two of the clinics from which 
the control group was obtained it is known that 60-women 
had pregnancies in the period covered by the investigation! — 
(approximately 18 months). This gives an annual rate of{ Wor 
pregnancy of one in 12 women of child-bearing age fo,| 2% 
this particular group of tuberculous women, which js 
almost the same as the estimated rate for the whole of|— 
Middlesex at about the same time. If we are correct jp! cat 
assuming that the woman with active pulmonary tubercy-| are 
losis avoids pregnancy-then it would appear that the rate of} con 
conception among those women whose disease has remained| wit 
dormant for some time is similar to that of the normal} dis 
population. fare 

There is general agreement that 10% of marriages in this} P4t 
country and in America are naturally sterile (Hamblen 9S 
1942 ; Report on Conference of the British Social Hygieneg 1 
Council, 1943) ; such cases and those women who deliber-§ non 
ately avoid pregnancy for one reason or another will appeag felt 
in the control group. Pregnancy is also more likely to occug the} 
in younger women ; this accounts (at least in part) for the ing 
greater proportion in the higher age group in the nong ably 
pregnant control series (see Table II, arrested or quiescenig occ! 
cases). : bor 

Assessment 

The state of the disease was assessed at the beginning. 
pregnancy, or in the case of the controls as near to January 
1944, as available records allowed, and was compared wilg V 
the state 12 to 15 months later. Assessment was bas 
upon clinical notes and radiological appearances in eve 
case, and where available on examination of sputum, gastfh 
contents, and laryngeal swabs for tuberculosis bacilli. ;h 
patients who were receiving treatment in hospital 
detailed hospital reports, with temperature records, elegi 
were used. In the cases of non-active disease only relap 
are recorded ; no deaths occurred in this group. Patie 
classed as “better” in the group with active disease } 
become “ quiescent”—that is, there had been gene 
clinical improvement, sputum examinations were negati 
and x-ray appearances were those of resolution and regtt 
sion and no sign or symptom suggesting activity was prese 
Any case remaining active, even though there may & 
been improvement under one or more of the above ob 
vations, was classed as stationary. Relapsed cases sho 
clear evidence of clinical and radiological deterioration. ’ 
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Srounds ; |, to obtain as uniform an assessment as possible through- 
ies in an all case papers and films were inspected by only one 
Onary | of us (C. J. S.). 
The pregnant cases are separated into those that went to 
and those in which the pregnancy was surgically ter- 
minated, including one case of abortion at the fourteenth 
edt week. The similarity of the outcome in the pregnant and. 
stenuall he non-pregnant groups both for active and non-active 
ty) (Mase is striking (Tables VII and VIII). Note the three 
degree of Taste VII—Results in Active Cases 
Active Disease 
age di 
differen: Change in State Pregnant 
of ificiall Non-pregnant 
rOUpS are | Full-time 
1 (36-62 42 (36:89 
t | mi | 
4 (20%) 4 (133%) 21 (18%) 
e 
fol 20 | 30 114 
1-bearing. 
»%) were TaBLe VIII.—Results in Arrested and Quiescent Cases 
ime preg. Arrested and Quiescent 
ainst the in Stat Pregnant 
om which | Disease 
10-women Terminated Full-time 
estigation | 33 (929 117 (90% “110 (889 
3 13 (105) Is (35) 
for| 
which js ~~ 36 130 125 
whole of 
orrect in| categories of the “active” patients: though the numbers 
' tubercy.| are not large, we are of the opinion that these may be fairly 
he rate of| compared, each containing similar proportions of patients 
remained| with unstable or moderately active or severe progressive 
ie normal| disease. Those patients whose pregnancy was terminated 
fared no better than those going to term or the control 
es in this) Patients who had no pregnancies related to the period of 
Hamblen} Observation. 


The effect of the difference in the age distribution in the 
non-active cases is difficult to assess. Nevertheless it is 
felt that the figures for this group are worth presenting if 


| Hygien 
deliber. 
‘ill appea 


y to occwg they serve merely to demonstrate the difficulty in obtain- 
‘t) for thy ing comparable unselected control groups. It might reason- 
the nongably be expected that a higher relapse rate would have 


occurred among the relatively younger women who had 
borne children. For this reason the evidence is the more 
‘suggestive that pregnancy and parturition have little effect 
upon the course of stable or healed disease. 


quiesce 


sinning 0 

>» January Discussion 

ared wilif We feel that our investigation permits the broad deduc- 
vas base@tion that, in general, a single pregnancy has little or no 
| IN eve effect upon the course of a tuberculous illness whether the 
im, gasili disease be active or non-active. Patients whose pregnancy 
acilli. lis artificially terminated would seem to fare no better than 
spital their sisters who are allowed to continue to term. Thus 


ords, elt§it becomes incumbent upon those who advise termination 


ly relap of pregnancy as an almost routine procedure to establish 
_ Patietifits necessity in each patient rather than assume that it is 
isease Miof obvious and universal value. 

n gene These conclusions are supported by the more recent 
; hegali@writers on the subject (Cohen, 1946 ; Ornstein and Epstein, 
nd regit§1939 ; Jameson, 1938; Mariette, Larson, and Litzenberg, 
as prestig!942). Particularly in regard to the non-active cases they 


may MiWare agreed that there are no grounds connected with pul- 


ove ObMEMOonary tuberculous disease for advising termination. The 
es sho ew but well-documented and carefully reviewed cases of 
ation. Cutler (1944) give further support to this view. 


We wish to stress that in any investigation of this kind 
cases should be collected and reviewed over a limited 
number of years because of the variations in the standard 
of living and methods of treatment. Both are important 
factors influencing the outlook for the sufferer. These 
figures were collected during the latter part of the war, at 
which time the standard of nutrition in this country was 
fairly uniform and when the general management of 
patients and treatment by “collapse” therapy for cases in 
which it was indicated were reasonably consistent through- 
out the county of Middlesex. 


Conclusions 
Pregnancy as an event in the course of a tuberculous 
illness has little or no effect upon the progress of pulmonary 
disease over a period of fifteen months whether the disease 


be active or quiescent ; deterioration in the state of some 


tuberculous patients must be expected whether they are 
pregnant or not. 

There is no evidence that surgical termination of preg- 
nancy is necessary in the medical management of tubercu- 
lous pregnant women, except in a few selected cases. While 
it must be left to the physician in full possession of all the 
details of the individual case to make the proper decision 
with regard to the management of the patient, pessimism 
as to the influence which pregnancy has on tuberculosis 
and undue zeal in the termination of pregnancy are to be 
avoided. 

Summary 

The change in the state of active pulmonary tuberculous 
disease has been assessed over a period of 12 to 15 months 
(period of child-bearing and early infant-rearing) in 50 preg- 
nant women and 114 married women of child-bearing age who 
had had no pregnancy in relation to the period of assessment. 
The two groups were found not to be significantly different 
in any of the following respects: (a) age, (b) social class, 
(c) number of previous pregnancies, (d) duration of disease. 
At the end of the period of assessment in approximately 35% 
of all cases the disease was found to have become quiescent. 
Over the same period 30 to 40% in each group had deteriorated 
or died. : 


A group of 166 pregnant and 125 non-pregnant women whose 
tuberculous disease at the beginning of pregnancy was quiescent 
or arrested was similarly assessed. There was a significant 
difference in the age composition of these two groups. In each 
of these groups 8 to 12% deteriorated in a period of 15 months. 
There were no deaths in either group. : 


We would like to thank the physicians and their staffs of the 
clinics from which the records were obtained, particularly Dr. Norman 
MacDonald and Dr. Nicol Roe, from whose clinics the control 
group was obtained. To Dr. W. T. Russell and his assistant, Ian 
Sutherland, of the Institute of Social Medicine, Oxford, we are 
particularly grateful for much helpful advice on the statistical 
presentation of the results. We are solely responsible for all state- 
ments made and views expressed in this paper. 
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APPENDICITIS IN THE YOUNG CHILD 
BY 


HOWARD WILLIAMS, M.D. 
(From the Melbourne Children’s Hospital) 


While appendicitis below the age of 3 years is not uncom- 
mon it is so frequently overlooked in the early stages and 
so often complicated when diagnosed that I am placing on 
record the common clinical features and problems encoun- 
tered in dealing with 42 children with appendicitis in this 
age group. The object of this paper is to help the family 
doctor to understand more clearly the clinical pattern and 
problems of appendicitis in the young child, to indicate how 
it differs from that in the older child and so enable him to 
establish a diagnosis before complications have developed. 
It is mainly by early diagnosis and prompt treatment that 
the mortality and morbidity will be lowered. The situation 
is that uncomplicated appendicitis can be successfully 
treated, but complicated appendicitis, especially if general 
peritonitis be present, is a very dangerous illness with a 
high mortality. 

The incidence of the disease in young children is shown 
in our figures from the Children’s Hospital, Melbourne. 
Between 1935 and 1940, 1,487 children under the age of 14 
years were treated for acute appendicitis, of whom 42 were 
under the age of 3 years. One patient was under 1 year, 
11 between 1 and 2 years, and 30 between 2 and 3 years 
of age. 

Pathological Features 

In this group of 42 patients three main morbid anatomical 
states were found at operation. 

1. Acute Uncomplicated Appendicitis—In 6 patients . the 
acutely inflamed appendix was lying free in the general peri- 
toneal cavity. Although gangrene was present in several, the 
appendix was unruptured. In some a little clear or slightly 
turbid fluid was found in the peritoneal cavity. 

2. An Inflammatory Mass.—lIn 21 patients an inflammatory 
mass was found. This mass was the result of a local peritonitis, 
the appendix being walled off from the general peritoneal cavity 
by fibrinous adhesions between intestinal loops and peritoneum. 
The appendix was usually gangrenous and perforated, and a 
small abscess was commonly present. The omentum by reason 
of its immature development at this age played a negligible part 
in localizing the spread of the inflammation. 

3. A General Peritonitis—In 15 patients a general peritonitis 
was present, the result of either (a) rupture of an obstructive 
type of appendicitis with dissemination of appendicular contents 
over the pefitoneal cavity, or (b) extension from a local peri- 
tonitis with an abscess. 

It is thus very evident that appendicitis in this young age 
group, unlike that in older children, is usually complicated 
by either a local or a general peritonitis. The two impor- 
tant factors accounting for this are the long time interval 
from the onset of symptoms to the diagnosis and the more 
rapid progression of the inflammatory process to gangrene 
and perforation. The small immature omentum also fails 
to assist in sealing off the appendix effectively from the 
general peritoneal cavity. While it is uncommon for acute 
appendicitis to become complicated in under 24 hours, the 
variability of the rate of progress of the inflammation in 
this young age group makes it difficult to predict in any one 
patient what precise morbid state will be present at any 
particular time. Three examples from this series illustrate 
this variability: one patient who had been ill for as long 
as 60 hours had an uncomplicated unruptured appendix ; 
another patient who had been ill for only 24 hours had an 
inflammatory mass; while another who had been ill for 
a period as short as 4 hours had a general peritonitis, the 
result of rupture of an obstructive type of appendicitis. 


Clinical Features 


Bellyache and vomiting are the predominant sym 
The illness almost always begins in a child who has 
quite well. Not infrequently the initial symptoms may be 
of a general nature—peevishness, irritability, feverishn 
refusal of food, and vomiting. Usually within an hour 
two the mother is made aware that the child has pain a 
discomfort in the belly. He may wince, whimper, or . 
and say that his “ tummy is sore,” or he may hold his hands 
to his belly. He will want to be comforted. Owing to 
their very limited powers of expression these young childien 
are unable to give any accurate information as to the nature 
quality, or situation of the pain. This is a matter of 
secondary importance, the significant fact being that the 
child shows by his behaviour that he has pain in his belly 
No fewer than 36 of the 42 mothers were quite definite that 
their children had pain, discomfort, or soreness in the belly 
In 21 of the 36 the pain appeared to come in definite spasms, 
during which the child would whimper or cry. In 15 of the 
36 the pain seemed to be of a more constant nature. Itis 
important to appreciate that the pain may be quite mik 
These children may be very bright and active in between the 
spasms of mild bellyache. We should not be lulled into, 
sense of false security in interpreting a mild pain as a pain 
of no importance. 

Vomiting is an even more constant symptom than pain: 
39 of the 42 patients vomited repeatedly. There are to 
distinguishing features about the vomiting in appendicitis: 
it may precede or follow the onset of pain. Late in the 
illness with peritonitis the vomiting may be faeculent. 

I cannot sufficiently stress the clinical significance of cop. 
tinued abdominal pain and vomiting in the young child 
Appendicitis should at once be suggested as a probable 
cause. 

Bowel Function.—Constipation is by no means the mule, 
and in almost half of the patients the bowels acted normally, 
Of the patients 14 were constipated, while 9 had diarrhoea, 

Disturbance of Urination—In-3 children with pelvic 


sos B 


— 


appendicitis and local peritonitis the frequent and painful 
passage of urine was the outstanding feature of the illnes 
and in one patient retention occurred. It is quite likely th 
the pain was lower abdominal and was simply associate 
with frequent micturition. 


Examination 


In no other field of medicine is there greater need ¢ 
patience and gentleness than in the examination of the 
young patients. Examination at the first attempt is ofte 
unsatisfactory owing to the child being fretful, irritable 
and resentful of being disturbed. To persist with an im 
mediate examination is worse than useless, for reliab 
information will not be obtained and examination later m 
be made more difficult. Call again in half an hour or v 
over a cup of tea, and by this time the child is often a 
operative and examination easier. Should the child stillt 
fretful and resentful the practitioner is wise to refer 1 
patient to a hospital, where expert opinion can be obtaine 
The practitioner as a rule has not the necessary time to ¢ 
at half-hourly or hourly intervals at a patient’s home until 
satisfactory examination can be made. These patie 
cannot be safely left till the morning to see what develoy 
In hospital it may be necessary in a few cases to admini 
either a sedative or a light ether anaesthetic to obfail 
satisfactory examination of the abdomen.. 

While one is gaining the confidence of the child an ast 
ment of the state of the general health and conditiot 
made. Some of these patients have a characteristic attil 
in that they lie still either on their back or with their ‘ 
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up. Often they resent being disturbed or asked to 


sit up, as active contraction of the abdominal wall is painful. 
in this they differ from children with acute infections such 
as tonsillitis or otitis media or gastro-enteritis, who are 
restless or change their posture frequently. 

Abdominal examination is the most important and most 
dificult part of the procedure. The two chief abdominal 
‘ons of appendicitis are tenderness and rigidity, and they 
gre rarely absent. Valuable evidence of rigidity is obtained 
from observation of restricted movement of part or whole 
of the abdomen. Palpation is best carried out with the 
warm hand pressing gently on the abdomen and quietly 
feeling with the finger-tips as the child breathes. Always 
begin palpation in the upper and left side of the abdomen 


lin the area where you do not suspect tenderness, and 


ually move to the suspected areas of tenderness— 


|namely, the right lower quadrant of the abdomen, the 


suprapubic region, and the right flank. Tenderness is 
determined by observing whether the child winces or 
attempts to pull away the palpating hand when pressure 
is applied to a focal part. It is better not to ask a child 
of this age whether a particular area is or is not sore. The 
reply may be misleading. Objective evidence of tender- 
ness is much more reliable than subjective evidence. The 
usual site of tenderness is in the right lower quadrant of 
the abdomen. Suprapubic tenderness, especially on the 
right side and when pressure is directed towards the pelvic 


itis:| cavity, is quite common owing to the frequency of pelvic 


appendicitis. With spread of the peritonitis the tenderness 
may extend over the entire abdomen. While tenderness is 
usually very definite in most patients it may be slight in 
others, especially in the patient with pelvic appendicitis. 
The degree of tenderness is not reliable in assessing the pre- 
cise state of the inflammatory lesion inside the abdomen. 
Muscle-guarding is best determined by comparison and 
by judging whether relaxation or guarding remains when 
the child is breathing quietly. Do not move the palpating 
hand rapidly from area to area comparing muscle tension, 


nd painful 
the illness 
likely 
associate 


as one is likely to be deceived by voluntary guarding. The 
area of muscle on guard may be quite small. In pelvic 
appendicitis it is frequently in the lower portion of the right 
rectus muscle. 

An abdominal mass occurred in half of these patients ; 
it was commonly felt as a firm discrete non-mobile mass, but 


| in a few patients as a diffuse thickening. The degree of ten- 
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derness and muscle-guarding over a mass is very variable ; 
it may be minimal, in which case the mass is easily felt, or 
so acute that it is difficult or at times impossible to determine 
the presence or outline of the mass. 

Abdominal distension is common when general peritonitis 
is present, and is often observed in pelvic appendicitis and 
peritonitis. 

Rectal examination can be misleading, for no matter how 
quietly and gently performed it will cause some children 
so much discomfort that it is impossible to assess 
whether there is any tenderness in the pelvis. If the child 
cannot be coaxed to be quiet during the examination then 
it is useless and misleading to attempt to determine whether 
there is any tender area in the pelvis. Some children will 
be quiet and co-operative. Rectal examination, however, 
is an invaluable measure to determine the presence or 
absence of a pelvic mass. 

After abdominal examination routine clinical examination 
is conducted, particular care being directed to the chest, 
ears, and throat. Too much attention is often given to 
alterations in the pulse rate and temperature in the diagnosis 
of appendicitis. Neither pulse nor temperature gives a 
reliable indication of the inflammatory state inside the abdo- 
men. It is well to realize that a child may be dangerously 


ill with a normal temperature or one of only 99° F. 
(37.2° C.), while a temperature of 103 or 104° F. (39.4 or 
40°C.) by no means makes a diagnosis of appendicitis 
unlikely. A very rapid weak pulse is a good indication of 
the severity of either dehydration or toxaemia or both, 
and usually is found in patients with general peritonitis. In 
some patients with appendicitis the pulse rate is only very 


Diagnosis 

In some cases diagnosis may be difficult owing to a con- 
siderable variation in the clinical pattern, but the follow- 
ing are the essential facts. 

A history from the mother of continued bellyache or 
discomfort and repeated vomiting should be presumptive 
evidence of appendicitis. I am of the opinion that such 
a history places the responsibility on the medical attendant 
of suspecting appendicitis and of acting accordingly. 
Determination of either focal abdofhinal tenderness or 
rigidity, or both, leaves no doubt that the clinical diag- 
nosis is acute appendicitis. If in addition to these signs 
a mass is present in the pelvis or lower half of the abdomen 
then one should be very confident of the diagnosis. Should 
abdominal tenderness and rigidity be minimal one may be 
hesitant about the diagnosis if experience is limited. It is 
at this stage that expert opinion should be sought, and the 
practitioner should not carry the responsibility by waiting 
for the signs to become more definite. 

Two kinds of patient present a different clinical onset 
and pattern which may be misleading. The first is the 
patient who has predominantly urinary symptoms and is 
suspected of having pyelocystitis. Should microscopical 
examination of the urine reveal the presence of only a small 
number of pus cells it is most improbable that a pyelocystitis 
is the cause of the illness. Patients with pyelocystitis who 
have pain and frequency of micturition have urine which 
is almost without exception heavily laden with pus cells 
and bacilli. The second is the patient with diarrhoea and 
abdominal pain who is suspected of having gastro-enteritis. 
Diarrhoea often occurs in pelvic appendicitis. Diagnosis 
is very difficult in the early stages of the illness, for the 
abdominal physical signs are usually minimal or absent 
and rectal tenderness is difficult to assess. Should a pelvic 
mass be present diagnosis is at once established. 

In hospital practice total and differential leucocyte counts 
are commonly carried out as a diagnostic measure. They 
are of very limited value owing to the wide variations of 
the readings from normal to a very high figure of over 
30,000 with a polymorphonuclear response. A normal, 
low, or very high reading would not for a moment deter me 
from making a diagnosis of acute appendicitis and of acting 
accordingly. The only real value of a leucocyte count in 
this disease would seem to be that if an unusual reading 
is found then the clinical evidence should be reconsidered 
before arriving at a final decision. r 


- slightly increased. 


Treatment 


The treatment of these 42 patients, although conducted by 
several surgeons, was carried out on a uniform plan. All 
underwent operation as early as possible, the one factor 
delaying surgical intervention being a seriously ill child with 
peritonitis. Resuscitation by means of warmth, rehydra- 
tion by intravenous therapy, and alleviation of intestinal 
distension by continuous gastric suction drainage: were 
instituted until. improvement of the patient permitted 
surgery to be undertaken safely. The time taken for improve- 
ment was from 6 to 12 hours and occasionally longer. The 
principles guiding the operative procedure were a planned 
incision giving the best access to the appendix, which was 
removed with the minimal possible disturbance of the 
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general peritoneal cavity. All patients with a mass or 
peritonitis were drained so that a tract for any exudate ENDOCYME FOETUS IN A FIJI INFANT 


would be left from the site of the inflammatory lesion to 
the exterior. In all 42 patients the appendix was removed 
at operation. 
towards obtaining rest for the patient, and rest in particular 
for the alimentary canal. Morphine was given liberally; 
and when necessary continuous gastric suction and intra- 
venous therapy were employed. The semi-Fowler position 
was adopted for all patients. Sulphonamides were used 
either by mouth or intravenously in one-third of the cases. 


Results of Treatment 


There were eight deaths among the 42 patients. Three 
occurred in 11 patients aged 1-2 years ; the remaining five 
deaths were among the 30 patients aged 2-3 years. The 
most important factor in mortality was the presence of 
general peritonitis. No fewer than seven of the 15 patients 
with general peritonitis died. The remaining death in the 
series was that of a patient with a mass and an abscess who 
developed a general peritonitis after operation. The other 
important factor in relation to mortality was the length of 
time the child had been ill before admission to hospital. 
Seven of the eight children who died had been ill for longer 
— 48 hours, while the other child had been ill for 40 

ours. 


Conclusions 


It is readily evident that the two major problems in 
appendicitis in the young child are: (1) How can an early 
diagnosis be established and so avoid complicated appendi- 
citis with the accompanying high mortality and morbidity ? 
(2) What is the best treatment for a patient with a compli- 
cated appendicitis, especially if general peritonitis is 
present ? 

Early diagnosis, within 12 to 24 hours of the onset, will 
be established only by better clinical training of the student, 
the family physician, and the paediatrician. This is the task 
of the clinical schools and societies. The two chief reasons 
for delay in the diagnosis are, first, a failure to suspect 
appendicitis at this age, and, secondly, a failure to take 
enough care with the history and clinical examination. It 
is not sufficiently appreciated that a single clinical examina- 
tion is often inadequate and that several may have to be 
made before the physical signs are accurately determined. 
Rarely, late diagnosis is due to parents bringing their 
children for examination at a late stage of the illness. 

The management of the patient with a complicated 
appendicitis presents a problem regarding which there is 
often a difference of opinion. Two main questions require 
an answer: (a) Should surgery be undertaken as soon as 
the patient’s condition will permit, the object being drainage 
of pus and removal of the highly septic appendix if 
possible ? (b) Should the body and alimentary canal be put 
at rest to allow the healing processes either to localize or to 
resolve the inflammation, the appropriate surgical treat- 
ment then being carried out ? 

While the main purpose of this paper is to assist the 
practitioner in establishing a diagnosis early and thus pre- 
vent complicated appendicitis, many problems concerning 
the complicated disease require to be solved. I would sug- 
gest that the different paediatric schools study these prob- 
lems involved in the treatment of the complicated disease. 
Active clinical investigation would be an important measure 
in clarifying the clinical features for the student, house- 
physician, general practitioner, and paediatrician, and thus 
facilitating early diagnosis. 

I am indebted to Prof. J.C. Spence and Dr. Donald Court for 

this paper. 


Post-operative measures were directed’ 


- malities on the mother’s side. As the parents were unmarried 


BY 


R. W. D. MAXWELL, MB., ChB. 
Medical Officer, Colonial Medical Service, Fiji 


It is felt that the following case is of sufficient rarity ang 
interest to merit its being placed on record: I am Not 
aware of a similar case of foetus in foetu having Previously 
been reported from this Colony. 


Case History 


On Aug. 20, 1940, a Fijian female infant was admitted to the 
Lautoka District Hospital, Fiji, having been brought from 
Tavua, one of a small group of islands off the west coast of 
Viti Levu. The infant’s age was later checked by reference jo 
the provincial register of native births, and it was shown to have 
been born on April 11, 1940. Its age, therefore, at the date of 
admission was a few days over 4 months. : 

The mother being uneducated and rather unintelligent, 
accurate history was difficult to obtain. She stated that 
infant was the result of her first and only pregnancy. No 
untoward had occurred during the pregnancy and she 
remained well throughout. Labour had been quite normal, 
mother being unattended until after delivery of the infant, when 
a native nurse had arrived in time to divide the cord and condugt 
the third stage. The infant had appeared perfectly normal a 
birth and nothing unusual was noticed until it was about three 
months old. The abdomen then began to enlarge, and cop- 
tinued to do so during the next month up to the time of 
admission to hospital. Over the same period the infant's general 
health had shown some impairment and its limbs had become 
thinner. 

Both parents of the infant were of pure Fijian descent. There 
was no history of multiple births or of any congenital abnor. 


and the father did not appear, his family history could not be 
obtained. The mother’s age was about 26 years. 

Examination of the infant showed it to be rather small for its 
age and poorly nourished, but there was no marked wasting 
The abdomen was greatly enlarged, especially above the 
umbilicus, the enlargement appearing diffuse and symmetrical, 
On palpation the upper two-thirds of the abdomen was felt to 
be occupied by a large firm mass, irregular in outline and 
movable only within a narrow range. 


On Aug. 22, under general anaesthesia, the abdomen was 
opened by a median supra-umbilical incision. The abdominal 
wall was greatly thinned from overstretching. The lower borde 
of the stomach was seen crossing the upper angle of the 
abdominal opening, and below this the great omentum w 
spread out over a large smoothly rounded mass. An openinj 
was then made through the omentum, revealing a smooth, g 
solid mass enclosed in a very thin-walled sac. On incising the 
sac and passing a hand inside it the nature of the mass wa 
finally revealed and a readily recognizable “foetus” was fe 
The smooth-walled interior of the sac in which it lay containeé 
a scanty amount of thin clear fluid. Owing to the large relativs 
size of the foetus, the original abdominal incision had to & 
extended below the umbilicus before it could be delivere 
through the wound, and delivery was further facilitated’ 
making one or two small incisions in the “ head ” of the foet 
from which some straw-coloured fluid escaped, thus reducing i 
size. Owing to the infant’s weakly condition and the degree 
shock produced by the delivery of the large intra-abdomin 
mass the operation had to be concluded without delay, and i 
was not possible to make any detailed exploration of 
relations of the sac. It occupied the upper abdomen, lyt 
between coils of small intestine, and was attached to the po 
terior abdominal wall. No attachments of the foetus tot 
interior of the sac had been felt. No attempt was made 
remove of otherwise deal with the sac. It was left open,t 
placed in the abdomen, and the abdominal wound was suture 

The weight of the foetus after removal was 1 Ib. 10 oz. (737 
and the infant’s weight on the day after operation 8 Ib. 4: 
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Aug. 25 a partial resuture of the abdomen was 
BE bor otherwise the patient made an excellent recovery, 
ua discharged on Oct. 24, 1940. Her weight was then 
{1 Ib. 4 02. (5.12 kg.). 

The Foetus 
is is illustrated in the accompanying photograph. There 
Se elobular cephalic portion constituting rather more than 
half the total bulk of the foetus. Inside this cephalic portion 


were a number of fluid-containing cavities, covered in the 


greater part by 
upper limbs. 


skin only. There were two clearly recognizable 
The right upper limb showed flexures in the 
position of elbow and wrist and 
had four distinct digits with 
well-defined nails. The left 
upper limb showed a distinct 
elbow and wrist, but the hand 
was less well developed, con- 
sisting of a mass in which five 
partly fused digits appeared to 
be represented, with a sixth, 
apparently supernumerary, digit 
at some distance from the rest. 
The nails were distinctly seen. 
There was a_ wedge-shaped 
caudal mass with a small ter- 
minal appendage arising from 
the bottom of a small pit-like 


slender stump of “ umbilical 
cord,” about 1 in. (2.5 cm.) long, attached to the ventral surface. 
between the upper limb processes. This was not felt before 
delivering the foetus, but appeared to have been ruptured in doing 
so. It was apparently the only slender communicating link 
between parasite and autosite, and, since the foetus at operation 
had presented by the dorsal surface, it had presumably been 
attached to the posterior abdominal wall of the infant. The 
whole foetus was of a pinkish-grey colour and was covered in 


parts with a thin layer of sebaceous matter exactly resembling» 


vernix caseosa. There was patchy lanugo over the dorsal aspect 
and the limbs, and a patch of well-developed hair on the anterior 
aspect of the “head.” The length of the foetus was 6 in. 
(15 cm.) and its weight, as stated, 1 lb. 10 oz. The foetus was 
therefore approximately one-fifth the weight of the infant at 
the time of removal, and there was no doubt that it was then 
still ““ alive” in the sense that it was continuing to grow. 

A skiagram of the foetus was taken after removal. Un- 
fortunately, since, a diagnosis was not made before operation, 
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it was not x-rayed in situ. A rudimentary spine could be seen 
and also the long bones in the upper limbs. In the left upper 
limb the humerus, radius, and ulna were well developed. The 
wedge-shaped caudal portion of the foetus showed a single long 
bone; presumably a femur, and apparently represented a rudi- 
mentary lower limb. 


I have to thank Dr. H. Silvester Evans, Acting Director of 
Medical Services, Fiji, for permission to publish the case. © 
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The Minister of Health has adopted the following recommenda- 
tions of the Nurses Salaries Committee concerning the salaries of 
nurses employed in part-time service. If employed for not more 
than 30 hours a week: female ward sister, 2s. 11d.; female staff 
nurse (general trained), 2s. 3d.; female enrolled assistant nurse, 2s. 
If regulariy employed for not more than 30 hours a week, but 
required on occasion to work for a few hours more, a nurse should 
be paid for the first 30 hours at the rates listed above and for 


additional hours as follows: female ward sister, 2s. 7d.; female staff - 


nurse (general trained), 2s.; female enrolled assistant nurse, 1s. 10d. 
Nurses who regularly work more than 30 hours a week should be 
paid on the non-resident salary scale for the grade, provided that 
no nurse employed for more than 30 hours a week receives less 
than a member of her grade employed for only 30 hours. 


depression. There was a short - 


Medical Memoranda 


Severe Anaemia due to Diaphragmatic Hernia 


It does not appear to be widely recognized that herniation of 
the stomach through the oesophageal hiatus of the diaphragm, 
often with minimal gastro-intestinal symptoms, may be associ- 
ated with severe anaemia. 

Hiatus hernia with ulceration was described by Richard 
Bright in 1836, but it was considered an uncommon condition 
until recent years, when improvements in radiological technique 
have made it clear that it is not infrequently the cause of upper 
abdominal symptoms. Radiological examination should include 
examination of the stomach in the supine, prone, and Trendelen- 
burg positions in addition to the erect. 

That hiatus hernia is capable of causing bleeding was empha- 
sized by two American workers in 1943. Murphy and Hay 
(1943), examining the findings in 72 patients with hiatus hernia, 
of whom 84% were females, found the average age to be 
60 years; pain was a prominent feature and anaemia was 
almost as frequent, for 27% of patients had a marked micro- 
cytic anaemia. Sahler and Hampton (1943) found either 
anaemia or a history of gastro-intestinal haemorrhage in 14.5% 
of a series of 221 patients with hiatus hernia. Chevallier and 
Danel (1944) and Mendelsohn (1946) reported cases of hiatus 
hernia with severe anaemia, the latter finding hiatus hernia in 
16 out of 1,000 consecutive gastro-intestinal radiographs, three 
of which patients had bleeding as a symptom. 

Gastroscopic and post-mortem examinations in cases of hiatus 
hernia with anaemia (Sahler and Hampton, 1943) have indicated 
the cause of the bleeding to be the constricting effect of the 
diaphragm on the herniated stomach, so that venous engorge- 
ment and oedema, with submucosal haemorrhages and shallow 
ulcerations, occur. Peptic ulcer of the lower oesophagus is a 
rare cause (Bock, Dulin, and Brooke, 1933). 


Case REPORT 


A married woman aged 64, with two children, had always enjoyed 
good health and had run a small shop unaided. For two weeks 
before admission to hospital she had been feeling increasingly weak 
and tired, was dyspnoeic on little effort, and had noticed swelling 
of the ankles. Appetite and bowel habit were unchanged, no 
darkening of the stools had been apparent, and she had not losi 
weight. On direct questioning the only other symptom to which 
she would admit was a feeling of fullness behind the mid-sternum. 
This was not troublesome and was attributed by the patient to 
having her meals disturbed by attending to customers in her shop. 
This symptom had been present for six months. 

On examination the patient was seen to be somewhat obese, with 
marked pallor of skin and mucous membranes, ankle oedema, and 
dyspnoea on slight effort. There were no other abnormal physical 
findings. A blood count showed: haemoglobin (Haldane), 30% ; 
red cells, 2,424,000, moderate anisocytosis and poikilocytosis ; colour 
index, 0.63; white cells, 6,800. Examination of the sternal marrow 
revealed erythropoiesis, normoblastic in type and active. The faeces 
contained no macroscopic blood, but occult blood was present. 
Fractional gastric analysis revealed normal acidity. Gastric radio- 
graphs taken in the supine position showed the. oesophagus enter- 
ing the stomach in the abdomen, and a large part of the stomach 
herniated through the oesophageal hiatus into the thorax. The 
hernia was not visible in the erect position. Ulceration was not seen 
in oesophagus, stomach, or duodenum. A barium enema showed 
no colonic abnormality. Chest radiographs revealed no abnormality. 
The patient responded very rapidly to blood transfusion (2 pints 
‘(1.14 litres) of concentrated cells) and intensive iron therapy. Two 
weeks after admission the haemoglobin was 72% and red cells 
numbered 4,660,000. One must conclude that in any case of 
unexplained microcytic anaemia full consideration should be given 
to the possibility of hiatus hernia. 


Our thanks are due to Dr. S. Almond for helpful criticism and 
for permission to publish this case, to Dr. Goldman for examination 
of the sternal marrow, and to Dr. Morris and Miss Lowe for 
radiological examinations. 

N. J. Roussak, B.Sc., M.B., Ch.B. 


Jewish Hospital, Manchester. S. EDEN, M.R.CSS., L.R.C.P. 
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VESALIUS 


A Prelude to Modern Science. Being a discussion of the History, 

Sources and Circumstances of the “‘ Tabulae Anatomicae Sex’’ 

of Vesalius. By Charles Singer and C. Rabin. Publications of 

the Welicome Historical Medical Museum. New Series, No. 1. 

. 141; 59 text-figures and 6 plates. 50s.) London: Pub- 

i for the Wellgome Historical Medical Museum at the 

Cambridge University Press. 1946. 

The history of medicine and the allied biological sciences has 
in the past owed much to many learned members of the medical 
profession in this country. Indeed, until comparatively modern 
times biology had no existence apart from medicine. This 
leaning towards the historical approach to learning is fore- 
shadowed in the works of Thomas Linacre and John Caius, and 
acquires a more definite form in the History of John Freind. 
Thereafter, to mention only some representative names, the 
lead was followed by Thomas Young, Francis Adams, William 
Greenhill, William Ogle, and Frank Payne. Dr. Singer’s 
studies, therefore, are in line with an expanding and distin- 
guished tradition, and his own work is a record of masterly 
additions to the opera magnifica of his predecessors. So far 
his research has inclined rather towards the general and philo- 
sophical aspects of history, but in the monograph now 
reviewed he has shown that he can work also in miniature and 
without loss of that scrupulous accuracy so dear to the 
meticulous historian. His colleague, Dr. C. Rabin, has made 
available such knowledge of comparative philology as was 

essential to the development and completion of the argument. 
This prelude to modern science takes the Tabulae Sex of 
Vesalius as a text on which to base an investigation not only 
into the sources of the Tabulae but also into the “currents of 
thought that lie behind it, and its relation to contemporary 
studies and activities, medical, intellectual and artistic.” Such 
a research makes exacting demands on the judgment and 
scholarship of the authors, and that these demands have been 
met there can be no question. Dr. Singer thus celebrates his 
seventieth birthday by the publication of a work which will 
ensure for him in times to come a place among the elect of the 
historians of science. The plan of the work includes a historical 
analysis of anatomical and medical terms of the Renaissance, 
the character and purpose of the Tabulae Sex of 1538, Galenic 
physiology and its Latin presentation, Vesalius’s reliance on 
and use of animal vice human anatomy, and a photographic 
reproduction of the Tabulae with English translation and an 
elaborate critical commentary. As only two complete sets of 
the Tabulae have survived, and only one of the three facsimile 
editions is readily available, it is gratifying that all students of 
the history of anatomy may now obtain a copy of the Fabulae 
which for purposes of research is an adequate substitute for the 
original. The Wellcome Historical Medical Museum and the 
editor of the series, Dr. E. Ashworth Underwood, are to be 

congratulated on the publication of this very important work. 

F. J. COLE. 


MYO-FASCIAL INFLAMMATION 


Rheumatism and Soft Tissue Injuries. By James Cyriax, M.D. 
(Pp. 410. 42s.) London: Hamish Hamilton Medical Books. 
This well-produced book is mainly an expansion of the author’s 
views on physical medicine, most of which have been previously 
published elsewhere, and he discusses rheumatism less than 
might be supposed from the title. In the chapter entitled 
“Traumatic and Rheumatic Inflammation” he puts forward 
the hypothesis that both terms designate an identical type of 
inflammatory lesion arising in the myo-fascial tissues without 
apparent cause, and resolving with irregular fibrous scarring 
and the formation of organic adhesions. It is on the basis of 
this simple pathology that he has founded his method of treat- 
ment by mobilization of the soft tissues. He is somewhat 
dogmatic throughout the book, as, for instance, in his saying 
that nodules have no importance in the chronic rheumatic 
diseases, or, again, in such a statement as “ Lumbago .. . is 
now known to have no connexion with rheumatism, being in 


_matoid arthritis, osteo-arthritis, prolapsed intervertebral disks, 


there confirmed me in this view.” Under the heading of “In- 


fact the name given to an attack of internal deran i 
lower lumbar-spinal joint.” In spite of this remark (in Chapt 
11) he discusses the therapy of lumbar fibromyositis at some 
length ‘on the assumption that a muscular lesion is responsible 
He criticizes the current terminology of rheumatic disease 
rightly pointing out that much of it is unnecessary and should 
be simplified. He states, for example, that osteo-arthritis has 
no connexion with rheumatism and omits it from his classifica- 
tion, but later he classifies bursitis of the shouicer under no 
fewer than five headings. In the next chapter he summarizes 
current views on referred pain, and then in an interesting section 
considers the diagnosis of soft-tissue lesions, which he Tefers 
to as the clinical aspect of the work of a Physiotherapy 
department, stating that “the problem which faces the physio- 
therapist is ‘ Where is it ? ’ rather than ‘ What is it?’” In this 
chapter he tries to describe the principles of a system of 
diagnosis which will reveal the origin of a pain wherever the 
symptoms are perceived, and he discusses the use of local 
analgesia for this purpose. In the next twelve chapters he 
relates this system to pains of all sorts as they affect the various 
regions of the body and includes notes on treatment. 

Chapters 17 and 18 on “Treatment by Movement” are 
perhaps the most important ones in the book, for he there 
describes his whole theory and practice of deep massage. There 
follow a section on anaesthesia and analgesia, and one or 
functional pain in which he reveals considerable experience and 
wise handling of the psychoneurotic patient. He then considers 
the problem of rheumatism and non-specific arthritis, but has 
little new to say upon the subject if we accept his encouraging 
statement that “ fibrositis and fibromyositis are conditions very 
simple to relieve if the medical man finds the site of scarri 
and the physiotherapist has learnt how to deal adequately with 
such adhesions.” The view expressed that “it is in the highest 
degree sanguine to trust that vaccine therapy will modify the 
course of fibrositis” is reinforced by a later statement: “] 
worked for over a year at a clinic at which vaccines were 
injected with the intention of benefiting patients with rhev- 


spondylitis deformans, and fibrositis alike, and my experience 


fective Arthritides ” he discusses rheumatoid arthritis, infective 
arthritis, and “ spondylitis deformans,” but he has compressed 
his account of the treatment of rheumatoid arthritis into littl 
more than a page. In the final “Commentary ” he suggests as 
a working hypothesis that our knowledge of all the rheumatic 
diseases, from rheumatic fever and chorea to epidemic torti- 
collis, can be unified on the basis that they show evidence of a 
virus aetiology, and he makes a plea for further reséarch along 
these lines. 

The volume is lavishly illustrated with photographs, some of 
which are perhaps redundant, and line drawings by Mr. 
Michael Rotherstein. Some medical men and physiotherapists 
will read it with interest, but it is perhaps rather too long and 
too specialized to become widely popular. 

W. S. C. Copeman. 


CHILDREN’S DISEASES 


Diagnostik der Kinderkrankheiten. By E. Feer. Fifth revised 

edition. (Pp. 428; 285 illustrations. 32s.) Vienna: Springer- 

Verlag. London: H. K. Lewis and Co. ; 
It is good to see a new edition of Prof. E. Feer’s book, for it is 
an old and trusty friend to many paediatricians. This new 
version (the fifth edition) is published from the Springer firm in 
Vienna, whereas the book previously appeared as a special 
part of a larger work—the Enzyklopaedie der klinische Medizin 
—and bore the imprint of Julius Springer, of Berlin. These facts 
are mentioned as an indication of the revival of medical book 
publishing in German-speaking parts of Europe. 

Prof. Feer has extensively revised the book and included 
some new illustrations, though many old friends remain. The 
x-ray photographs of lung conditions are clearer, but in contrast 


the few on heart disease are disappointing. The younger cretim 
illustrated—and Switzerland presumably has a good supply- 
have less umbilical protrusion than is usual in Britain. (We 
refer to the illustrations before the text because they are such# 
dominant feature of the book.) Prof. Feer has added a sum 
marized account of metabolism, the endocrine glands, and th 
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vitamins, but it is not full enough to help much in diagnosis. 
On the other hand he has extended the scope of the book, and 
thereby improved it, by discussing some aspects of treatment 
where they have a bearing on diagnosis. 

Originally dedicated to his wife, Prof. Feer’s book now is 
presented to his four children and twelve grandchildren. He 
can be assured that its popularity and value have grown over 
the past quarter of a century as certainly as his family. 

ALAN MONCRIEFF. 


EASY CHILDBIRTH 


The Birth of a Child. Obstetric Procedure in Normal Childbirth 
for Those who Attend Women in our. By Grantly Dick 
Read, M.D. (Pp. 99. 5s.) London: William Heinemann 
Medical Books. 1947. 
Dr. Dick Read’s views on normal childbirth and its manage- 
ment, from the standpoint of rendering it easy and less painful, 
are sufficiently well known not to require any introduction. In 
this small and inexpensive book he restates his beliefs in a simple 
and practical form suitable for midwives, physiotherapists, and 
the laity, as well as doctors. It should be a particularly useful 
book for intelligent expectant mothers (and fathers) to read for 
themselves. Essentially it is a collection of lectures and pre- 


viously published papers, and most of the chapters are complete © 


in themselves, each a variation on the same theme. Inevitably, 
therefore, there is much repetition, which may be instructive to 
the lay reader even though wearisome for others. 

Few will question the fundamental soundness of Dick Read's 
ideas, though some may think he overstates his case. It is to 
be hoped that this book will not lead readers to expect too 
much so far as painless labour is concerned, and that it will 
not be allowed to discredit what is perhaps the most important 
aspect of his thesis—namely, that emotion and nervous tension 
can, and often do, profoundly disturb and inhibit uterine action 
in labour. , 

T. N. A. JEFFCOATE. 


BEDSIDE VERSES 


The Diagnosis of the Acute Abdomen in Rhyme. By Zeta. 
Drawings by Peter Collingwood. (Pp. 88; iliustrated. 5s. 6d.) 
London: H. K. Lewis and Co. 1947. 
How much surgery should be taught the medical student of the 
future? Most of thé operations that he now watches with 


interest but without profit, particularly the major operations | 


of neurosurgery, cardiovascular, thoracic, and gastric surgery, 
proctology, and urology, should be shown rather to post- 
graduates. But all medical men should be taught the princi- 
ples of first aid, the treatment of soft-tissue injuries and 
ambulant cases of fracture, the surgery of sepsis and in 
particular of the septic hand, the part that operative surgery 
can play in the treatment of disease (without operative détails 
being discussed), and above all the recognition of all those 
emergencies in which early operation offers the only chance 
of saving life. Of these the abdominal emergencies are the 
most important. 

The Diagnosis of the Acute Abdomen in Rhyme is an excel- 
lent little book, for “ Zeta” considers the whole of this impor- 
tant subject with admirable completeness. Many of the more 
popular works favoured by the student tend to encourage the 
“penny in the slot” mentality: consult a table, stick in a few 
needles, send a few fluids to the laboratory, and the place 
where the pointer stops is the disease from which the patient 
is suffering. “ Zeta’s” advice is commendably practical. He 
insists that nothing can replace careful clinical observation, and 
that only by repeated bedside study can wisdom finally be 
attained. 

The use of rhyme, the serio-humorous style, and the 
delightful cartoons by Peter Collingwood are exactly right, for 
lessons conveyed in this way remain in the mind long after 
those delivered in more serious vein have faded. The coat of 


arms on p. 21, with the motto Per Anum ad Salutem, might . 


well be hung in every students’ club. “* Zeta” exemplifies many 
of his more important lessons by describing mistakes that have 
occurred in his own practice. This may be the reason why he 
has adopted a pseudonym, which masks without concealing 
the identity of one of the leaders of surgery to-day. : 
HENEAGE OGILVIE. 


BOOKS RECEIVED 


{Review is not precluded by notice here of books recently received| 


Ulcers of the Stomach and Duodenum. By Edmundo Vascon- 
celos, M.D., F.A.C.S. (Pp. 125. No. price.) Sao Paulo, Brazil: 
Editora Renascenga S.A. 1947. 

The author summarizes his experience of over 1,000 operations for 
peptic ulcer. 


By E. W. Hirsch, B.S., M.D. (Pp. 218 


Sex Power in Marriage. 
1947, 


$3.) Chicago: Research Publications of Chicago. 
A practical discourse on sex for the layman. 


Albert Schweitzer: The Man and Hts Mind. By George 
Seaver. (Pp. 346. 18s.) London: Adam and Charles Black. 1947. 
A biography of Schweitzer—theologian, philosopher, musician, and 
medical practitioner. 


Sex and Common Sense. By Maude Royden, D.D., C.H. 
Revised edition. (Pp. 112. 8s. 6d.) London: Hurst and Blackett 
1947. 


Essays on various aspects of sex and society. 


A Penicilina. Por Via Arterial Nas Osteomielites. Wy 
Eurico Branco Ribeiro. (Pp. 124. No price.) Sao Paulo, Brazil - 
Sao Paulo Editora S.A. 1947. 


A monograph on penicillin in the treatment of osteomyelitis. 


By W. K. Rieben 


zur Kenntnis der Blutgerinnung. 
. 96. 1947. 


(Pp 9 Swiss francs.) Basle: Benno Schwabe and Co. 
A monograph on blood coagulation and anticoagulants. 


Brochure on Control of Mataria in India. By C. F. Chenoy, 
M.B., B.S.(Bombay), D.T.M., D.P.H.(London.). (Pp. 63. No price.) 
A. short account of the malaria parasite, the mosquitoes that trans- 
mit it, and the control of the disease in India. 
Le Infiltrazioni del Simpatico. By E Tosatti. 2nd ed. (Pp. 203 
No price.) Rome: Edizioni Italiane. 1947. 

A monograph on infiltrating the sympathetic nervous system with 
local analgesics. 


New Biology. Edited by M.L. Johnson and Michael Aber- 
crombie. (Pp. 175. 1s.) London: Penguin Books. 1947. 


A number of biological topics discussed for the layman. 


Introduccion al Estudio de la Plasmoterapia. By J. M. Massons. 
(Pp. 276. No price.) Barcelona: Editorial ‘* Miguel Servet.” 
1947, 

A monograph on transfusion therapy, its technique, indications, and 
dangers. 


7th revised 


Rezepttaschenbuch. [Edited by L. Heilmeyer. 
6. 


edition. (Pp. 410. No price.) Jena: Gustay Fischer. 
A manual of classified therapeutics. 


Symptoms and Signs in Clinical Medicine. By E. Noble Cham-— 
berlain, M.D., M.Sc., F.R.C.P. 4th ed. (Pp. 463. . 30s.) Bristol: 

John Wright and Sons, Ltd. London: Simpkin Marshall (1941), 

Ltd. 1947. 

A general account of how to examine the patient; the text has been 

thoroughly revised for this edition. 


The Trend of National Intelligence. By Godfrey Thomson, 
D.C.L., Ph.D., D.Sc. (Pp. 35. 2s.) The Eugenics Society and 
Hamish Hamilton. 1947. 

The 1946 Galton Lecture. The author suggests that the mean level 
of national intelligence is likely to decline. ; 


Cancer : Diagnosis, Treatment, and Prognosis. By L. V. 
Ackerman, M.D., and J. A. del Regato, M.D. (Pp. 1,115. £5.) 
London: Henry Kimpton. 1947. 


‘A genera! accouni of malignant neaplasms; with many illustrations. 


By 


Nova e Rapida Interpretagao do Quadro Leucocitario. isan 


Eurico Salis. (Pp. 26. No price.) Bagé: Rio Grande do Sul. 
Notes on the differential leucocyte count. 
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THE END OF THE POOR LAW 


“ The Laws relating to the Poor,” as they used to be called, 
have been an unconscionable time dying. There was the 
massive report of a Select Committee of the House of 
Lords in 1888. There were later reports by other com- 
mittees, until in 1909 a Royal Commission unanimously 
recommended “a clean sweep” of the English Poor Law 
and Poor Law organization. Yet the death knell of the 
Poor Law was sounded only in 1929 when Parliament 
passed the Local Government Act, which extinguished the 
old boards of guardians and transferred their duties to 
local authorities. Even then in certain shapes and under 
an alias the Poor Law lingered. Lord Beveridge in his 
famous report five years ago recommended the transfer- 
ence to the State of the remaining public assistance func- 
tions of local authorities other than treatment and services 
of an institutional character, and he added, “In view of 
the increasing number of old persons there is probably con- 
siderable scope for experimentation with and development 
of services concerned with the recreation and welfare of 
the old, including special housing facilities.”, The National 
Assistance Bill, published last week together with a White 
Paper,' gives liberal effect to this social conception. It is 
described as a Bill to “terminate the existing Poor Law 
and ... to make further provision for the welfare of 
disabled, sick, aged and other persons. .. .” The Bill is 
sponsored by the Ministries of Health and National Insur- 
ance and the Department of Health for Scotland. It con- 
sists of 65 clauses and 7 schedules, and it repeals in whole 
or in part something like 80 Acts going back as far as 
George I. 

The proposals in this Bill complete the pentagonal struc- 
ture of social security which the Government is erecting, 
the other four sides being the Family Allowances Act, the 
Industrial Injuries Act, the National Insurance Act, and 
the National Health Service Acts for England and Wales 
and for Scotland. It provides a comprehensive assistance 
service falling into two categories. The first takes the form 
of financial aid, which henceforth will be a national and 
not a local charge. The National Assistance Board, with 
advisory committees throughout Great Britain, will give a 
unified State service of financial assistance available 
according to need. This will take the place of unemploy- 
ment assistance, supplementary pensions, blind domiciliary 
assistance, tuberculosis treatment allowances, and outdoor 
relief. It is expected that the applicants will be mainly 
the aged, disabled, and sick who 4re living in their own 
homes. The second category is the provision of resi- 
dential accommodation for the aged and infirm and others, 
together with special welfare services for certain physically 


handicapped persons. Here local authorities wil! continue 
to function, but the provision will be separated entirel 
from the relief of destitution ; in other words, if an elderly 
person, irrespective of his means, is in need of care a 
attention he may become a resident in such a home and 
his admission will have no more to do with what hasbeen 
known as “relief” than the sending of a case of major 
illness to hospital. Those who receive such aid will not 
include the sick who need hospital treatment : they will 
be the responsibility of the National Health‘ Service to 
which it is estimated 50,000 people at present in public 
assistance institutions and 18,000 mental cases will be trans. 
ferred. This new provision is for those whose disabilities 
prevent them from living a normal life at home. The 
majority of such people—the great majority as time goes 
on—will be in receipt of retirement pensions or insurance 
benefits, and, to save their pride as well as to relieve 
expenditure, they will be required to pay a fixed sum for 
their accommodation, leaving them with “ pocket money,” 
During the next five years it will be necessary to provide 
for this purpose 20,000 additional beds in England and 
Wales and 3,000 in Scotland, 60% of them in new build- 
ings. It follows from the provision of such homes or 
hostels by county and county borough councils that exist- 
ing private homes which are run solely or mainly for old 
people or for the blind or those otherwise incapacitated 
will be subject to registration and inspection, but this wil] 
not apply to ordinary hospitals and mental institutions, 
registered nursing homes, and certain other exempted 
establishments. It is in keeping with the spirit of the Bill 
that voluntary organizations, whether for accommodation 
or welfare services, will not be discouraged, and indeed 
grants may be made to them. 

In this proposed legislation the effect of the recent 
awakening of public interest in the care of the’ aged, as 
shown by the Nuffield inquiry and by the report of the 
special committee of the British Medical Association,’ can 
be traced, but very little information is to be gathered 
from the Bill as to the proposed size or arrangement of 
such hostels. The B.M.A. committee suggested that they 
should be as near as possible to families and friends of 
the residents, and that, to prevent institutionalism creeping 
back, the number of residents in a home should be limited 
to 30 or 40. The amenities, of course, will depend less 
upon enactment or regulation than upon the way in which 
local authorities and their officers interpret their duties. 
We may have got away from the old idea of parish relief, 
the parish having been the immemorial “unit of obliga- 
tion,” but we still depend upon the public spirit of the 
locality. One clause in the Bill requires the local 
authorities to have regard to the need “for providing 
accommodation of different descriptions suited to the 
different descriptions of such persons.” One may hope 
that the tautology of the Act will be translated concisely 
into a flexible administration. It is disappointing that the 
Bill does not go on to provide a co-ordinated medical ser- 
vice for these aged persons. All that is stated is that the 
medical service provided at the home or hostel will be of 
the kind specified in Part III of the National Health Service 
Act—that is, the service provided by local authorities, 


1 Cmd. 7248. H.M.S.O., 3d. net. 


2 Supplement June 21, p. 133. 
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. 
including health centres, health visitors, and home nursing. 


The B.M.A. committee called for the establishment in each 
region of geriatric departments based on general hospitals. 
The medical service it suggested would have three inter- 
dependent units : the residential home for elderly persons 
in need of reception but not of nursing care, the long-stay 
annex for elderly patients whose cases were ‘irremediable, 
and the geriatric department. The Government proposals 
will make it easier, however, for Regional Hospital Boards 
to institute some such arrangement. 

Local authorities already have the duty of making 
arrangements for the welfare of the blind, and they are 
now to be empowered or directed to make similar arrange- 
ments for the deaf, the dumb, and others handicapped by 
illness, injury, or congenital deformity, instructing them in 
suitable cases in methods of overcoming their disability 
and training them for an occupation. One other provision 
should be noted. On the certificate of the medical officer 
of health persons suffering from grave chronic illness or 
the aged and infirm, living under insanitary conditions and 
unable to provide for themselves, may be removed to a 
suitable hospital. 

The Poor Law, which stretches back beyond the Tudors, 
is at last broken. lis days began to be numbered when 
there appeared on the scene public health services, com- 
pulsory insurance, and State schemes of pensions for the 
aged and relief for the unemployed. A salute in passing 
should be given to the memory of Sidney Webb. He and 
Beatrice Webb* showed how the Poor Law would become 
of less and less importance in a social policy based on the 
duty of the State not merely to relieve but to eradicate 
the condition of destitution. The new Bill will mean 
another redistribution of income within the community. It 
will make more out of date than ever Disraeli’s remark 
about the “two nations "—the rich and the poor—under 
the British sovereign. But the measure is well timed to 
the awakening of the public conscience regarding the aged 
and infirm, and interpreted with imagination in the spirit 
of social service it will give what the popular edition of 
the B.M.A. committee’s report calls ““A New Deal for the 
Old,” to whom may be added the chronic sick and the 
physically handicapped. 


GAMMA GLOBULIN IN MEASLES 


During the war solutions of human serum albumin were 
extensively used by the medical departments of the 
Defence Services of the United States for the transfu- 
sion of casualties. The system of fractionation developed 
by E. J. Cohn and his colleagues at Harvard aimed 
primarily at the preparation of pure human serum albu- 
min for transfusion. As the work progressed a secondary 
objective developed, to separate the plasma proteins into 
a limited number of main fractions. The production of 
these solutions provides large quantities of the globulins 
from human serum as a by-product. It is known that 
the different antibodies in adult human serum are associ- 
ated with the globulin fraction ; accordingly, after methods 
for the preparation of the albumin solutions had been 


3 Webb, S., and B., The Break-Up of the Poor Law. 1909. London: Longmans, 
Green & Co. 


perfected, attention was directed to the other proteins of 
human serum. As a result of a series of masterly 
researches at Harvard methods have been devised for the 
preparation of the different proteins of human serum in a 
high state of purity, and their chemical and physical pro- 
perties have been fully investigated. At the same time 
workers in the immunological field examined the solutions 
of these different globulins for the presence of antibodies, 
determined the quantities present where this was practic- 
able, and assessed their value as therapeutic agents. 

Cohn and others! showed that the gamma globulins of 
the plasma proteins retained the physiological properties 
of antibodies after separation and that these globulins, 
from a purely physical standpoint, are the most active con- 
stituents of the plasma protein complex. Enders advanced 
the work a stage further when he succeeded in isolating 
a number of antibodies from the gamma globulin fraction. 
Sweet and Hickman? administered gamma globulin to some 
267 susceptible children within eight days of exposure to 
measles. In assessing the results certain variables had to 
be considered, such as the nature of the contact and the 
varying potency of the gamma globulins used, though if the 
material is obtained from a large pool of human convales- 
cent serum the potency of the antibodies may be assumed 
to be reasonably uniform ; and, of course, in an investiga- 
tion of this kind age and individual susceptibility play a 
part. 

For children of 5 years or under 0.5 ml. seems to be an 
attenuating dose and about 2 ml. to afford protection. For 
older children up to the age of 12 approximately double 
the dosage is recommended. Jn the group of cases quoted 
by these authors about 50 developed mild measles and 7 
had an ordinary attack. In 16 children who were re-exposed 
within four weeks of the original injection the protection 
appeared to be adequate ; only three developed very mild 
measles. 

A further paper by Sweet and others*® describes the use 
of gamma globulin in an attempt to prevent infection in 
prematurely born infants. This failed, for after giving 
2.5 ml. of this protein fraction to premature babies no 
improvement in the mortality rate was found. It would 
seem to be impossible to increase resistance to infection by 
giving gamma globulin in the absence of a fully developed 
reticulo-endothelial system and of the undifferentiated anti- 
bodies it produces. 

The full harvest of these studies in immunology and 
therapeutics has yet to be reaped, but one result of great 
practical importance is the clear demonstration that the 
measles antibody is associated with the fraction of the serum 
proteins known as gamma globulin, that this fraction can 
be separated from the other proteins of serum and prepared 
in a high state of purity, and that its efficacy for the prophy- 
laxis of measles is undoubted. This research aroused 
interest in many countries, and quantities of gamma 
globulin, small in amount but adequate for the purpose, 
were placed at the disposal of workers in Great Britain 
by the American authorities. The results reported from 
the United States were confirmed in this country. 


1 J. clin. Invest., 1944, 23, 417. See British Medical Journal, 1945, 1, 739. 
2J. Pediat., 1946, 28, 566. ‘ 
3 Ibid., 1946, 28, 571. 
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GAMMA GLOBULIN IN MEASLES 


Before the war the hospital and laboratory services of the 
London County Council had evolved a scheme which had 
_Shown the possibilities of a “convalescent measles serum 


bank.” During the war limited quantities of adult human. 


serum were supplied for the same purpose through the 
Public Health Laboratory Service. These forms of 
human serum differ in so far as the concentration of 
measles antibody is considerably greater in convalescent 
serum than it is in the serum of adults, yet neither 
is entirely satisfactory. While the dose of convalescent 
serum injected is small, the total quantity available in 
any year is limited, uncertain, and variable; on the 
other hand, though larger quantities of adult human 
serum could be obtained, and with greater certainty 
and regularity, the volume to be injected is incon- 
veniently large except, perhaps, for very small children. 
Accordingly, comparative tests of the therapeutic value of 
gamma globulin and convalescent measles serum were 
carried out in order that information would be available to 
assist the authorities in their decision as to the form of 
measles prophylactic to be manufactured for use ip this 
country. Some novel and difficult administrative and pro- 


duction problems arose. Whatever form of measles prophy- . 


lactic was preferred, the raw material would have to be 
obtained from human beings ; and while there had been no 
difficulty: about supplies during the war it might not be so 
easy to obtain them in times of peace. The question of cost 
arose and could not be disregarded. By Cohn’s methods 
gamma globulin is obtained when the concentration of 
electrolytes and ethyl alcohol, and the reaction, are suitably 
adjusted and sufficiently low temperatures are maintained 
throughout the operations ; but these procedures tend to 
be costly. Again, Cohn’s method yields a product of high 
purity and potency, but the amount of adult serum required 
to produce one dose of gamma globulin is relatively large. 

These problems have engaged the close attention of 
administrative and research workers in recent years, and it 
is encouraging to learn from the recently issued report of 
the Governing Body of the Lister Institute that by work in 
which the Medical Research Council, the Ministry of 
Health, and the Institute have been concerned a method of 
separating the globulin of human serum has been developed 
which is suitable for large-scale production. Therapeutic 
trials indicate that the products obtained by these methods 
contain measles antibodies. We understand that the later 
clinical trials continue to show promise, and there would 
now appear to be good grounds for hoping that, in this 
country also, gamma globulin will become available in 
due course for the control of measles, although further 
research is required and production difficulties have yet to 


be faced. 


=| 


DEAFNESS IN YOUNG CHILDREN 


In a Report issued in 1938 by the Board of Education on 
defective hearing in children it -was estimated that in 
England and Wales there were nearly four in every 1,000 
of the school population whose hearing was so impaired 
that in ordinary circumstances they were unable to hear 
their teacher’s voice at school. Some (1 in 1,000) were 
quite unable to hear speech in any circumstances, while 
the remainder, by means of amplifiers or by sitting near 


MEDICAL JOURNAL 
the teacher, were able to hea ing, if no; Ps 
inten aoe r something, if noi all, of what 

Deafness in young children is never an obvi 
though it may seriously retard the 
speech and intellect. Consequently the true cause of back 
wardness in a deaf child may -not always be appreciated 
during the earliest formative years, even though a child 
be almost totally deaf. When the deafness though sever, 
is not complete a child may respond to loud sounds . 
everyday life while being deaf to speech. In such a i: 
any backwardness in speech and intellectual development 
may be attributed to causes other than deafness and 
remedial measures employed that are both inappropriate 
and ineffectual. Thus the importance of early ascertain. 
ment of the nature and extent of the deformity handi- 
capping a child with defective hearing cannot be over- 
emphasized, though no one with experience of deaf chil- 
dren would underestimate its difficulty. 

The pioneer work of Dr. and Mrs. Ewing has done a 
very great deal to improve both the ascertainment. and 
education of the child with defective hearing, but there 
still remains the problem of measuring the amount of 
residual hearing in a young child suspected of being deaf. 
It is often impossible to sustain the interest of a young 
child, even with normal hearing, by the conventional tests, 
so that it may be difficult to decide whether no response 
to a sound-test is due to lack of interest or to inability to 
hear. The use of sound stimuli likely to attract a young 
child (bells, musical pipes, drums, etc.) helps to overcome 
this difficulty, but there still remains the problem of acty- 
ally measuring the hearing. To do this Dix and Hallpike 
have evolved a technique whereby young children can be 
made, with a minimum of persuasion and explanation, to 
respond as soon as they hear the test tone of a pure-tone 
audiometer. In this way a quantitative assessment of hear- 
ing is made possible, and the “ peep-show” technique 
which they describe in this issue of the Journal may well 
become the standard method of testing hearing in young 
children. Up to now it has not been possible for reasons 
already mentioned to carry out a satisfactory pure-tone 
audiometer test on a child under 7. The peep-show 
technique offers the possibility of an accurate test that 
can be carried out quickly and without difficulty, and it 
will be of great interest and of practical value to all who 
are concerned with child health and education. 


MORBIDITY ASSOCIATED WITH THE 
INDUCTION OF LABOUR 


Thompson? has stated that the induction of labour involves 
the minimum of risk when the patient is at term, the head 
is engaged, the cervix is effaced, and dilatation has begun. 
When such conditions are fulfilled, however, induction of 
labour is not often required. In a study of the morbidity 
associated with induction in 500 cases, Roblee* found the 
combined maternal and foetal morbidity to be 25%, as 
compared with 10.5% in a similar number of normal spon- 
taneous labours. This grouping together of maternal and 
foetal morbidity is not altogether satisfactory, and it should 
be noted also that the figures given have been corrected. 
Roblee ascribes the increase in morbidity largely to “ the 
forcing of labour before the cervix, lower uterine segment, 
and uterus have been prepared for labour.” Lacerations of 
the cervix were three times more frequent in the morbid 
than in the non-morbid cases, but their incidence could 
be reduced by 75% by eliminating the use of pituitary 
preparations from the procedures used for induction. 


1 Calif. West. Med., 1938, 49, 358. 
2 Amer. J. Obstet. Gynec., 1947, 53, 382. 
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The morbidity rate was found to be increased in propor- 
tion to the length of time between induction and onset of 
jabour and with the duration of labour. — It was two and a 
half times greater in primigravidae than in multiparae, and 


relatively higher in patients under 25 years of age. The . 


highest morbidity (80%) was associated with attempts to 
induce labour after spontaneous rupture of the membranes, 
but in nearly half of the cases bags or bougies had been 
employed. The author did not determine morbidity in 
relation to the method of induction, but a study of his 
tables shows that, irrespective of the indication for induc- 
tion, morbidity was increased by the frequency of employ- 
ment of bags and bougies—methods which have been 


largely discarded in this country. The lowest morbidity 


(14%) was associated with induction within two days of 
the estimated date of confinement for no reason other than 
the convenience of the patient or the obstetrician. It is 
noteworthy in this respect that the incidence of induction 


was 10.2% for private patients, against 0.8% for general - 


ward patients. Roblee views with disfavour the induction 
of labour for cephalo-pelvic disproportion, for suspected 
postmaturity, or for the convenience of the patient or atten- 
dant, although the last was the indication in 150 of the 500 
cases. He finds the chief justification for induction in cases 
of toxaemia. In this country there has been in recent years 
a similar trend away from the induction of premature 
labour for contracted pelvis, although some still consider 
that when there is only a moderate degree of disproportion 
the results compare favourably with those of a trial of 
labour.* 

Roblee’s 500 cases include 300 which date from before 
1935, and it might be expected that the morbidity in cases 
of more recent vintage would reflect modern advances in 


technique and in the prevention and treatment of infection. * 


The morbidity in 150 cases in 1944, however, was as high 
as 20%. But, as Roblee asserts, the factor which will effect 
the greatest reduction in morbidity is the careful selection 
of cases according to the indications, the local condition, 
and the general health of the patient. He thus comes to the 
same conclusion as Thompson, that only in patients who 
are entering the threshold of labour can induction be 
carried out without risk. Finally, Roblee draws attention 
to recent work by Lyon* which suggests that knowledge 
that this threshold has been reached can be obtained 
by determining whether the antepartum decline in urinary 
pregnanediol excretion has begun. 


TOXICOLOGY RESEARCH 


A new advisory committee has been formed to assist the 
Medical Research Council in the promotion of research 


into toxicology, with particular reference to industrial 


hazards. The following have been appointed to serve on it: 
Prof. G. R. Cameron, F.R.S. (chairman); Prof. J. H. 
Gaddum, F.R.S.; Dr. Donald Hunter; Mr. F. C. 
MacIntosh, Ph.D. ; Dr. E. R. A. Merewether ; Prof. R. A. 
Peters, F.R.S.; Mr. J. Davidson Pratt, B.Sc.; Dr. J. R. 
Squire; Mr. J. Walker, D.Phil.; Dr. J. M. Barnes 
(secretary). 

In order io carry out experimental work on toxicology 
the Council have recently established at the Chemical 
Defence Experimental Station at Porton, Wilts, by arrange- 
ment with the Ministry of Supply, a new Toxicology 
Research Unit under the direction of Dr. J. M. Barnes. For 
clinical investigations in this field the Council already have 
their Department for Research in Industrial Medicine at 
the London Hospital, under the direction of Dr. Donald 


3 Barnett, V., J. Obstet. Gynaec. Brit. Em .» 1942, 49, 524. 
4 Amer. J. Obstet. Gynec., 1946, 81, 403. 


-and have been reviewed again recently.’ 


Hunter, and their Industrial Medicine Research Unit at the 
Birmingham Accident Hospital, under the direction of Dr. 
J. R. Squire. In appropriate circumstances, research in the 
subject may be promoted by the Council elsewhere, either 
within their own staff organization or by means of grants 
to independent workers. 


VAGINAL SMEARS AND UTERINE CARCINOMA 


The possibility of applying vaginal smear studies to the 
diagnosis of uterine carcinoma was first realized by 
Papanicolaou in 1928, but he did not follow up the sugges- 
tion until 1938 when, working first with Traut and later 
with Marchetti, he began a routine investigation at the 
Women’s Clinic of the New York Hospital. The results 
and conclusions were published in a monograph? in 1943, 
Among 3,014 
adult women examined 127 suffered from carcinoma of the 
cervix and 53 from carcinoma of the body of the uterus. 
By the vaginal smear technique a correct diagnosis was 
made in 96.8% of cases when the growth was cervical and 
in 90.7% when it was in the uterine fundus. Others, in- 
cluding Ayre,* report a degree of accuracy in diagnosis to 
within 5-7% for all types of genital malignancy. Not all 
workers, however, are convinced of the reliability of the 
method, and even iis advocates emphasize that experienced 
pathologists require special training before they can inter- 
ret the smears satisfactorily, and that it is not yet a method 

r general application. 

Although, up to the present, examination of vaginal 
smears has limitations so far as the diagnosis of uterine 
carcinoma is concerned, it is capable of other applications. 
Ruth Graham‘ used it to study the effects of radiotherapy 
on both normal and neoplastic cells. She examined 206 
women treated with radium or x rays for carcinoma of the 
cervix—adeno-carcinoma in 27 and epidermoid carcinoma 
in 179; 35 patients were investigated by taking vaginal 
smears every one to three days before, during, and after 
treatment, 50 were investigated within six months of 
treatment, and the remainder at varying periods up to 
fifteen years after radiotherapy. It was found that the 
effect of irradiation is seen first in the normal cells of the 
vagina and cervix, sometimes as early as the second day. 
The basal cells, both inner and outer, show progressive 
alterations in shape and staining reactions and degenera- 
tive changes in the nuclei and in the cytoplasm, which 
becomes vacuolated ; ultimately they become considerably 
enlarged and may assume bizarre forms. Similar effects 
also occur in the pre-cornified cells, and in the cornified 
cells, except that the pyknotic nuclei of the latter are little 
affected. A large increase in the number of leucocytes is 
also seen in the smear. A change in the malignant cells 
was usually apparent by the eleventh day, but the full effect 
was sometimes delayed until the seventeenth day after 
treatment and was similar in type to that seen in the normal 
cells—increase in size, vacuolation of the cytoplasm, and — 
degeneration and breaking up of the nuclei: “it is often 
very difficult to say whether a radiated cell was originally 
malignant or benign.” The average time taken for cancer 
cells to disappear completely from the smear was twenty- 
four days. Graham’s descriptions of the effects of irradia- 
tion agree fairly well with those previously reported by 
workers who studied biopsy material except that, as she 
points out, abnormal mitosis is a less striking feature. This 
is because vaginal smears do not usually contain many 
cells undergoing mitosis. 


l Diagnosis of Uterine Cancer by the Vaginal Smear, 1943, New York: The 
Commonwealth Fund. 

2 Amer. J. Obstet. Gynec., 1946, 51, 316. 

3 Ibid., 1946, 51, 743. 

4 Surg. Gynec. Obstet., 1947, 84, 153. 
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Perhaps the most interesting observation is that in a 
considerable proportion of cases neither the normal nor 
the neoplastic cells in the smear showed much reaction to 
irradiation. Out of the fifty cases studied one to six months 
after radiotherapy, 32 showed little if any reaction and in 
eighteen of these cancer cells were persistently present in 
the smear. This naturally raises the question whether it is 
possible to assess the prognosis in a particular case by the 
degree of response noted in smears taken during and 
immediately after treatment. This aspect of the problem 
is dealt with in a second article’ describing 73 patients 
followed up for periods varying from six months to three 
years. Immediately after radiotherapy 36 were classified 
as showing a good response judged by vaginal smears, and 
of these three were untraced, five were dead; and 28 
remained alive and free from signs of active growth at the 
time of report. Thirty-seven patients were assessed as 
showing a poor response to treatment, and the subsequent 
history of these was 26 dead, 8 alive but suffering from 
a recurrence, one alive and well, two alive and not 
examined but presumed well. Graham: points out that in 
interpreting the response a sharp reaction on the part of 
normal cells. may be more significant than a rapid dis- 
appearance of cancer cells from the smear. On the basis 
of these results it is suggested that the routine examination 
of vaginal smears permits an assessment of the prognosis 
with an 88% degree of accuracy, and that at an early 
stage in treatment. Moreover it is a method which can be 
easily applied, whereas the alternative—repeated biopsy— 
is impracticable. If this work is confirmed it should prove 
of the utmost value, because it means that in those cases 
where the cellular response is unfavourable and where the 
growth is not too extensive the patient can at once be given 
the chance which is offered by surgery. 


ENDOCRINE ALLERGY 


In 1945 Zondek and Bromberg® performed skin tests with 
crystalline steroid hormones dissolved in purified olive oil. 
Previous work with aqueous extracts had been unsatis- 
factory, as a relatively long period of contact was neces- 
sary between the relatively insoluble hormones and the 
tissues. Of 165 women tested, 9.3% were found to be 
sensitive to the oil or to cholesterol and were therefore 
excluded. In the remaining cases the hormone skin tests 
gave a satisfactory indication of sensitivity, and this sensi- 
tivity to an endogenqus hormone they term “ endocrine 
allergy.” -That such a sensitivity exists is indicated by posi- 
tive passive transfer tests, by generalized reactions accom- 
panying some of the positive skin tests, and by their general 
findings. Following specific desensitization 80% of these 
cases were either free from symptoms or improved. In 
32 normal healthy women the skin tests were all negative. 
Of 27 women suffering from diseases known or suspected 
to be allergic in whom sympioms appeared at, or were 
exacerbated by, menstruation, 70%. gave positive skin tests. 
In a similar group in which the symptoms were not affected 
by menstruation or the menopause, only 7% gave positive 
skin tests. Cases of hormonal sensitivity were also found 
among women suffering from symptoms related to menstru- 


- ation or the menopause but not usually classified as allergic. ' 


More recently Zondek, Landau, and Bromberg’ have 
recorded their findings in 6 cases (3 males and 3 females) 
of keratitis rosacea accompanying facial rosacea. As in 
the previous work, skin tests were done with testosterone, 
oestrone, oestradiol, progesterone, pregnandiol, cortico- 
sterone, insulin, and gonadotropin. In each case a posi- 

5 Surg. Gynec. Obstet., 1947, 84, 166. 


6 J. Allergy, 1945, 16, 1. 
7 Brit. J. Ophthal., 1947, 31, 145. 


_ ally increasing doses of testosterone, 


-corneal vascular dilatation was considerably improved « 


‘ mittee’s report was published as a special Supplement to tk 


tive reaction to testosterone only was obtained, aij t 
other tests being negative. Allergy to testosterone. ; 
women is explained by the formation of testos "3 


ter 
the adrenal. Treatment was by daily injections of die by 


ty ; Starting with the 
minimum dose which gave a positive skin test a 
increasing to 1 mg., followed by the implantation of 
10-mg. tablets of testosterone every few months. 
cases, three of which are described in detail, were Of four 

to twenty years’ duration and were refractory to accepted . 
methods of treatment. Specific treatment promptly Telieved 
them of their subjective symptoms and the limbaj and | le 


disappeared ; there was also marked improvement of the | w 
facial rosacea. The implantation of testosterone was Neces. 
sary to prevent relapse ; excessive dosage caused exacerba, 
tion of the symptoms. 

This work is of considerable interest, but, as the author 
point out, the finding of allergy to endogenous testosterone 
in these few cases does not exclude the possibility tha 
other endogenous hormones may act as allergens in sony | ¢ 
cases or that other factors ‘are involved in the aetiology gf] h 
keratitis rosacea. a 


STANDARDS OF NUTRITION 


The Council of the B.M.A. at its meeting last week decided 
to appoint a Special Committee “to consider and report-op 
the problems of nutrition in this country, including curren, 
nutritional standards.” It was in April, 1933, that th 
Association appointed a similar committee with a mor 
precise reference: “To determine the minimum weekly e. 
penditure on foodstuffs which must be incurred by families 
of varying size if health and working capacity are to 
maintained and to construct specimen diets.” This com. 


& 


British Medical Journal of Nov. 25, 1933. The late Sr 
E. Kaye Le Fleming, then chairman of the Representative 
Body, presided over the Committee, and its conclusions 
were generally accepted and widely quoted in the year 
before the war in any discussion of minimal standards. We 
described this earlier report as “ of national importance” 
The wider task of the present Special Committee is per. 
haps of even greater importance. Only last week we pointed 
out in a leading article? that the recent food cuts would 
involve a reduction in terms of daily food intake per head 
from 2,870 to 2,700 calories, a figure authoritatively 
described as “ probably too low.” The 1933 committee was 
able to assume, without taking into consideration any 
question of food cuts, that “3,400 great calories have to be 
purchased as food to keep an adult male in health and 
working capacity.” The report of the present committee, 
now being appointed, will be awaited with much interest in 
the light of the greatly altered circumstances prevailing in 
this country. 


The Hon. Harold Nicolson will deliver the Lloyd-Roberts 
Lecture on “ The Health of Authors” before the Royal 
College of Physicians of London (Pall Mall East, S.W.) on 
Tuesday, Nov. 11, at 5 p.m. 


Sir Cecil Wakeley will deliver the Bradshaw Lecture on 
“Vogue and Fashion in Abdominal Surgery ” before th 
Royal College of Surgeons of England (Lincoln’s In 
Fields, London, W.C.) on Thursday, Nov. 13, at 5 p.m. 


1 British Medical Journal, 1933, 2, 980. 
2 Ibid, 1947, 2, 696. 
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HEALTH REGULATIONS FOR AIR TRAVEL 


BY 
R. H. BARRETT, M.R.CS., D.P.H., D.T.M.&H. 


‘rector of Medical Services, British Overseas Airways 
Deputy Direc Corporation 


Medical practitioners are often asked for information on the 
health regulations in force for passengers travelling by air to 
foreign countries. It may therefore be of interest to discuss 
the quarantine procedure as it affects passengers and aircraft 
leaving the United Kingdom on international flights. 


The times taken from London to reach distant points in the 
world by air are now approximately : ° 
i. .. 13 hours Australia .. ..- 24 days 
20 hours | South Africa 3 days 
West Africa .. 1 day New Zealand .. 4 days 
India .. .. 14 days Hong Kong .. 6 days 


The duties of the health authority are therefore becoming 
more difficult and responsible in view of the lack of clinical 
signs of infectious disease to be expected among the passengers 
examined. More reliance has to be placed on immunization, 
hence the insistence on the use of vaccines of known efficiency 
and on the production by the passenger of proof, in the form 
of certificates, that the operation has been performed satisfac- 
torily. Certificates of immunity have in this way become an 
essential part of the formalities of air travel and seem likely to 
remain so for some time to come. 


International Convention for Aerial Navigation, 1944 


The carriage of infectious disease from one country to 
another is controlled by this Convention, to which the 
majority of nations are signatories. 

Quarantine Procedure.—The Convention defines the pro- 
cedure and methods to be adopted by the signatories for the 
purpose of quarantine. The methods in use are: (a) immuniza- 
tion of persons by inoculation and vaccination against the 
five major epidemic diseases—yellow fever, smallpox, plague, 
typhus, and cholera ; (b) medical inspection of suspected cases 
of infectious disease embarking or disembarking at an airport ; 
(c) segregation or surveillance of infectious persons and their 
contacts; and (d) application of sanitary measures to passen- 
gers and aircraft, including the disinfection of persons, cloth- 
ing, and bedding, and the destruction of mosquitoes and other 
vectors of disease where considered necessary by the health 


authorities.’ 

The “Convention” Diseases ——The Convention is intended 
to cover all infectious diseases, including those carried by insect 
vectors (¢.g., malaria) and in particular those major epidemic 
diseases referred to above, for which special measures are 
applicable and are set out in detail in the Convention. The 
incubation periods of these diseases and the periods of validity 
of the certificates of immunization agreed on internationally 
are shown in Table I. 


TABLE I 
Disease Incubation Periods of Validity of Certificates 
Periods of Immunization 
Yellow fever .. | 6 (India’9) days | For 10 days to 4 years from date of 
: inoculation 
Smallpox Fed 14 days For 14 days to 3 years from date of 
vaccinati 
Cholera ‘a o wa For 6 days to 6 months from date of 
inoculation 
Plague .. a Not stated, but usually for 6 months from 
date of inoculation 
Typhus .. eA me For 1 year from date of completion of 
course of inoculations 


_ Notification of Epidemiological Information—The Conven- 
tion also provides for the collection and dissemination of 
epidemiological information to the signatories. The Interim 
Commission of the World Health Organization maintains an 
epidemiological information service at Geneva for this pur- 
Pose. The service issues a weekly Epidemiological Record 
which gives the notifications concerning pestilential disease 
and similar information required by health services through- 
out the world. A Statistical Supplement is also issued every 


month giving tabular information concerning notifiable diseases 
and vital statistics. Our Ministry of Health issues a Weekly 
Record of Infectious Diseases at Ports, or other localities at 
home and abroad. From these sources, and from information 
sent to airline corporations direct from overseas stations con- 
cerning local health regulations, it is possible to deduce the 
requirements for a passenger on any particular journey. 


Health Regulations Affecting Passengers 
Inoculation and Vaccination—The number of inoculations . 
or vaccinations required by a particular passenger depends on 
the route he will fly. It will be necessary for him to comply 
with the regulations of each country in which he lands as well 
as those of the country of departure and of his destination. 
The regulations, however, usually make a distinction for a 
passenger who is only in transit through a country and not 
disembarking into it, and in the former case an alleviation of 
the rules is sometimes permitted. Health authorities are natur- 
ally anxious to prevent the entry of a person incubating any 
disease into a country where conditions are particularly favour- 
able for its spread. This is the case in India, where regulations 
against the importation of yellow fever are very stringent in 
consequence of the presence of the Stegomyia mosquito. Simi- 
larly in Australia special precautions are insisted on against 
smallpox. 
Variation in Validity of Immunization Certificates—The 
periods of validity of certificates of inoculation and vaccina- 
tion as shown in Table II vary in certain countries, and it is 
necessary to ensure that each passenger is in possession of 
certificates that are valid for all countries in which he will land 
during his journey. It would of course simplify the procedure | 
for passengers if all countries would agree to accept the same 
periods of validity. 


TABLE II 
: Limits of Variation* 
Convention. 
Disease 
Validity Maximum Minimum 
Yellow fever .. 10 days/4 years 15 days/2—4 years 15 days/2 years 
Small 14 days/3 21 
x us years ys/2 years ys/i year 
(Thailand) 
Cholera .. | 6 days/6 months 14 days/6 months | 6 days/3 months 
: Abyssinia) (Hong Kong) 
Plague .. ee None stated 5 days/2 years 6 days/3 months 
( ed (Hong Kong) 
Typhus ine —/1 year 12 days/1 year 8 days/6 months 
(Lebanon) (Cyprus) 
Typhoid a None stated 6 days/1 year 6 days! months 
(Burma) (Java) 


* Calculated from date of completion of inoculation or of vaccination. — 


Forms of Certificate—The Convention recommends that 
certain prescribed forms of certificate should be used for the 
purposes of travel by air. Airline companies sometimes print 
and issue these certificates to their passengers on request. These 
forms, or copies of them, should be used, since certain countries 
insist on the use of the Convention certificates and may refuse 
to accept any other as valid, with resulting delay and incon- 
veniente to the passenger. It is important, therefore, that the 
certificate should be completed in all details ; if an official stamp 
be affixed it will add to the value of the document. 

Notification of Health Regulations to the Passenger-—Inocu- 
lation and vaccination required by regulations are notified to 
the passenger through his travel agency, and he should lose no 
time in consulting his doctor in order to have them completed 
before starting the journey. It is important that the passenger 
and practitioner should take into account the interval of time 
that must elapse before the certificates of these operations be- 
come valid. These periods are referred to in Tables I and IL. 
The consequences to a passenger who is not in possession of 
the requisite certificates may be a refusal to permit embarkation, 
an enforced period of quarantine at the port of disembarkation, 
or refusal of permission to land. 

Precautionary Inoculation and Vaccination.—Practitioners 
may be asked what inoculations and vaccinations are recom- 
mended as health precautions in addition to those required by 
the regulations. In general, vaccination against smallpox and 
inoculation against the typhoid group should be recommended 
to any person proceeding abroad. Other inoculations need be 


ned, all the | | 
Osterone. jp 
Osterone by | | 
'S Of grady. | 
& with the 
test ang | 
Antation of 
ths, These 
ee Of four 
Telieveg 
limbai ang 
nNproved Or 
nent of the 
> Was Neces. 
d exacerba. 
the authon 
lestosterone 
ibility thas 
Ns in sony | 
etiology of 
ek decides 
1 report:-op 
ing curreny | 
3, that the 
th a mor | 
weekly ex. 
by families 
are to be 
This com. 
ee is per- 
ve pointed 
uts would 
> per head 
Oritatively 
nittee was 
ation any 
lave to be 
ealth and 
ommittee, 
interest in 
vailing in | 
1-Roberts 
he Royal 
S.W.) on 

cture on | 
sfore the 
In’s Ina | 
5 p.m. | 

' 


742 Nov. 8, 1947 


HEALTH REGULATIONS FOR AIR TRAVEL 


MEDICAL Journa, 

advised only when epidemics are known to be in progress, and _ by their travel agents of the most convenient medical sources frog 
this information can be ascertained from any of the publica- which approved yellow fever inoculations may be obtained from 


tions mentioned above. 


Health Regulations for Entry into the United Kingdom.— 
Passengers are required to provide certain details of their travel 
during the previous 14 days, and are then given a “ warning 
card” to hand to their doctor should they fall ill within the 
next 21 days. The card notifies the doctor that the patient 
has come from abroad and may be suffering from a notifiable 
infectious disease, and requests him, if the diagnosis is con- 
firmed, to notify the local medical officer of health. 

Personal Declarations of Health—These should be completed 
by each passenger before arrival at a foreign port. Their pur- 
pose is to trace the movements of passengers during the period 
covering the longest incubation period of the Convention dis- 
eases, which is that cf smallpox—i.e., 14 days. They should be 
completed and signed before the aircraft lands. The steward 
usually distributes these declarations in ample time for this to 
be done. ' 


Medical Inspection of Passengers ——Passengers who have been 
in contact with an infectious disease or who are suspected of 
having contracted it may be required to undergo a medical 
inspection followed by observation in a hospital or surveillance 
at their place of residence. Under the Convention their per- 
sons and personal effects may be cleansed or disinfected accord- 
ing to the circumstances. Passengers who present a clean bill 
of health and have the necessary valid certificates of immunity 
are not subjected to any delay for quarantine reasons. 


Clinical Details of Inoculations and Vaccinations 


The following details of dosages for inoculations may be of 
value to practitioners. The dosages and instructions are those 
used in this Corporation in consultation with the Wellcome 
Laboratories. 


(i) Yellow Fever—The only vaccines so far recognized inter- 
nationally for inoculation against yeliow fever are those prepared 
’ by: the Rockefeller Foundation and the U.S.A. P.H. Service 
Laboratory, Montana, in the U.S.A.; the Wellcome Research 
Institution, in London; the South African Institute of Medical 
Research, in Johannesburg; and the Pasteur Institute, Dakar. No 
other vaccines have yet been accepted for the purposes of in‘«r- 


TaB_e IIT 
Telephone Times of 
City Address Number | Attendance 
: Mondays and 
Fridays, 
Wellcome Research Insti- Euston 10.30 a.m.- 
London .. tution, 183-193, Euston 4668 12.30 p.m. 
Road, N.W.1 Tuesdays and 
Thursdays, 
4-5 p.m. 
City Hospital Laboratory, | Aberdeen Thursdays 
Aberdeen City Hospital, Urquhart | 2242 Ex 11 | 3 by 
Road arrangement 
: Regional Blood Transfusion Edgbaston Tuesdays 
Birmingham { entre, 17, Highfield Road 1182 2-3 p.m. 
Bristol Regional Blood Transfusion Bristol Tuesdays 
gies Centre, Southmead Hosp. 68021 2-3 p.m. 
Cardiff Regional Blood Transfusion Cardiff Mondays 
* Centre, Newport Road 4521 2.30-3.30 p.m. 
Bacteriological -_~ Edin- Edinburgh Mondays and 
Edinburgh { burgh Royal Infirmary, 26031 Wednesdays 
Edinburgh, 3 2.30-3.30 p.m. 
Public Health Clinic, 20, | Glasgow Central Fridays 
Glasgow . 4 a Street, Glasgow, 9600 Ex. 302 2.30 p.m. 
Regional Blood Transfusion Leeds Fridays 
Leeds { ntre, Meanwood Park 52651 2-3 p.m. 
y 
Regional Blood Transfusion Ardwick Tuesdays 
Manchester Centre, Manchester Royal 3832 2.30—-3.30 p.m. - 
Infirmary, Oxford Road 
Newcastle- Regional Blood Transfusion Jesmond Mondays 
upon-Tyne Centre, 78, Jesmond Road 2992 2-3 p.m. 
Southern Regional Blood Oxford Mondays 
Oxford .. Supply Devot, Churchill 61316 2-3 p.m. 
Hospital, Headington 4 


national certificates. The vaccine must be kept at a temperature 
between 0° C. and 4° C. The dosage is made up to an injection of 
0.5 ml. with water or normal saline for an adult. Chiidren under 
2 years receive half the normal dose. A list of official yellow fever 
inoculation centres notified ‘by the Ministry of Health is shown in 
Table III. This list is not cxhaustive, and passengers are informed 


(ii) Cholera.—Two injections are given at 10 days’ interval 
sisting usually of 0.5 ml. and 1 ml. respectively Yor adults Fe 


children under 12 the doses are 0.2 ml. and 0.4 ml. 


(iii) Typhus.—The adult dose is three injections of 1 ml. at 
intervals, and is used for all ages down to 12 years. From 7 
years the dose is 0.5 ml., and from 2 to 7 years 0.33 ml, 


(iv) Plague—tThis vaccine is apt to cause some rea 
given only in the presence of an epidemic or where health le 
tions require it. The adult dose consists of two injections we 
week’s interval. The gradation of dosage for children should a2 
that recommended for typhoid (T.A.B.). te 


(v) Typhoid (T.A.B.).—Doses recommended for alcohoii : 
are: Adults: -first dose, 0.25 ml.; second dose, 0.5 ml. 
under 12 should receive vaccine two-fifths of the full strength 
follows: From 6 to 12: first dose, 0.25 ml.; second dose, 05 ml 
From 2 to 5: first dose, 0.2 ml.; second dose, 0.4 ml. The injection 
are separated by a minimum interval of 10 days. 


(vi) Smallpox.—The method used is the making of one derma! 


scratch, then applying lymph and making a second scratch through 
the lymph. 


to 


ction, and js 


The interpretation of vaccination reaction may be briefly 
described as follows: 


Reaction 
Day of Vaccination Primary - Accelerated Reaction of 
Vaccinia (Vaccinoid) Immunity 
1 Papule 
2 vesicle 
esic idl 
4 Papule Pustule idly 
5 Vesicle Scab 
8 Pustule Scab off 
11 Scab 
16-21 Scab off 
Immunity of individual Nil Fair Good 
before vaccination 


Inoculation and Vaccination of Children —Children unde 
2 years of agé may be vaccinated against smallpox and inow 
lated against yellow fever unless there are medical indicatios 
to the contrary. The remaining inoculations are not reco 
mended for children of this age unless there is an epidemicin 
progress or health regulations make them essential. 


Health Regulations affecting Aircraft and Crews 


The same regulations apply to aircrews as to passengers. It 
is customary, however, for aircrews to have their health certifi 
cates always up to date in order to avoid delays and to ensur 
that they are available for service on any route without add 
tional medical preparation. Airlines have their own organiz 
tion for carrying out these inoculations at regular intervals. 


(i) Sanitary Measures—An aircraft may act as a carrier of disease 
in several ways. In addition to the passengers, who «may bh 
incubating human diseases, it may carry vectors in the form ol 
mosquitoes, lice, fleas, other insects, or infected rodents. It may 
also carry infection in food, water, cargo, or sewage. In addition 
to the sanitary measures applicable to passengers there are there 
fore special measures for the aircraft itself. The usual processes of 
disinfection of the interior of aircraft and cieansing of foot 
containers and water supply present few difficulties. 


(ii) Disinsectization—The killing of mosquitoes or other insects, 
known as “ disinsectization” or “ disinsection,” however, require 
special mention. This measure is required to be applied to an aif 
craft whenever it arrives or departs from an airport in a yellow 
fever zone or a malarial district. It is best done with the aircraft 
loaded but without passengers or crew on board. The method 
employed in the U.K. for aircraft flying to India is as follows: 


The interior of the aircraft is sprayed with a pyrethrin frem 
aerosol containing not less than 0.4% pyrethrins, or not less than 
0.2% pyrethrins and 3% D.D.T. applied from an aerosol dis- 
penser at a rate of not less than 15 seconds per 1,000 cu. ft 
(28.3167 cu. metres) of free air space. The dispenser used is o 
the Westinghouse type, and the cap is removed completely during 
the process. All openings in the aircraft are kept tightly closed 
during the spraying and for a period of five minutes thereafter. 


(iii) Certificate of Disinsectization—A certificate of disinsectiae 
tion issued under the authority of the Ministry of Health in Gret 
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Britain, using the method described above, is accepted by the 
Indian Government as proof of the aircraft being “clean” in 
respect of yellow fever. Passengers from the U.K. in an aircraft 
so treated would therefore not require to possess certificates of 
immunity to ycilow fever on entering India unless they had been 
in a yellow fever area within the previous nine days. 

(iv) Regulations for Aircraft Entering India.—The Indian Govern- 
ment defines the sanitary state of aircraft entering India in respect 
of yellow fever under the Indian Aircraft (Public Health) Rules, 
1946. This may be summarized as follows: (1) “‘ Suspect” if it 
arrives in India from the west. (2) “Infected” if it has on 
board a case of yellow fever or it has not been subjected to the 
prescribed measures since the disposal of such a case, or if there 
is a person on board who has been in a yellow fever area within 
nine days and does not possess a certificate of immunity, or if the 
aircraft has come from a yellow fever area and has not been 
disinsectized. Simi:ar definitions are applied to aircraft in relation 
to the other four Convention diseases, and the special measures 
that may be applied are given in detail in these regulations and in 
Part III of the Sanitary Convention, 


Aircraft Declaration of Health—This is required under the 
Convention to give information on the sanitary condition of 
the aircraft and its passengers and cargo. The declaration 
amplifies the information formerly given in the bills, of 
health and is analogous to the “declaration of health” now 
in use for shipping. It is required to be signed by the com- 
mander of the aircraft and handed to the health authority on 
arrival,at an airport. 


Summary 


The main features of the quarantine position as it affects com- 
mercial flying are briefly surveyed. If the methods employed to 
control the entry of disease into countries by air appear to assume 
an importance not hitherto known in sea or land transport, it should 
be remembered that practically all international flights are, from the 
point of view of quarantine, well within the incubation period of 
the major epidemic diseases. 

Relaxation of health controls could only come about through a 
general raising of the standard of ‘hygiene in all countries and the 
elimination or more effective control of pestilential diseases. Con- 
sideration might be given, however, to the standard of hygiene of 
airports used on international flights. The 1944 Convention gives 
the definition of a sanitary airport, but the standards of hygienic 
requirements might well be extended to include immunization of 
personnel serving at the airport and the establishment of a zone 
surrounding the airport which would be compietely epidemic-free 
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and be built to the best hygienic standards so that passengers and 
aircraft in transit could land without risk of infection. Such a 
scheme would do much to relieve passengers of the health require- 
ments now enforced for transit passengers. 

Standards similar to those enforced for immunization also require 
to be laid down for the disinsectization of aircraft. Methods of 
disinsectization vary in certain countries, with the result that a 
certificate issued at one airport on a route may not be vaiid for 
the whole route. This is a cause of much duplication of work and 
expenditure of materials. An agreed standard would serve to satisfy 
all authorities and remove a source of delay and inconvenience. 

It is to be hoped that the joint consultation of the World Health 
Organization and the International Committee on Aerial Organiza- 
tion wii? prove a fruitful source of agreement and so permit of a 
reduction of the controls without loss of efficiency. 


I am indebted to Sir William Tyrrell, Director of Medical Services, 
British Overseas Airways Corporation, for permission to publish this 
article, and to Colonel P. G. Stock, Brigadier H. T. Findlay, 
Brigadier J. S. C. Boyd, and Air Commodore J. Kyie for their kind 
help in preparing it. 


_ The summer number of Nutrition: Dietetics: Catering (subscrip- 
tion for 4 issues 10s., from Newman Books, Ltd., 356-366, Oxford 
Street, London, W.1) opens with an address by Sir Jack Drummond 
on the “ Scientific Approach to Food Problems During the War.” 
He reviews the nutrient requirements of different types of workers, 
their deficiency in the nation’s food supply, and the best food from, 
which to obtain them. He also discusses the most suitable com- 
position of bread. Prof. J. R. Marrack gives a general account of 
folic acid, and there follows a speech delivered at the Oxford 
Conference of Dietitians in 1945 by Sir John Boyd Orr, now 
Director General of F.A.O., on “The British War Food Policy 
and the Future World Food Policy.” Other writers discuss nutrition 
in industry, school meals (including a short account of breakfast 
in Norwegian schcols), and the catering system at the Radcliffe 
Infirmary, Oxford. 


National Health Service. 


ECONOMICS OF PUBLIC HEALTH 


Dr. F. Hall chose this subject for his presidential address to 
the Society of Medical Officers of Health on Oct. 23. 

He said that the appointment of the first medical officer of 
health was “a business proposition,” as evidenced by the salary 
of £750 per annum paid to Dr. Duncan. The wealth of a nation 
lay in the physical and mental energy of its people, and it was 
not just a coincidence that in this centenary year there had been 
placed upon the Statute Book an Act for the establishment of 
The administrative provisions of 
the Act had been noted by medical officers of health with a 
certain amount of apprehension and disappointment, in that-the 
local government organizations had been given what appeared 
to be a minor part to play in carrying out the purposes of 
the Act. 

Dr. Hall reviewed briefly the sequence of events which led. 
to the Act. Public, voluntary, and private medical services 
had worked in close association, and especially during the 
recent war in matters of civil defence and in the Emergency | 
Medical Services. The success achieved and the administrative 


‘pattern evolved probably contributed to the decision taken 


during the war that a National Health Service should be 
established. . 

New statutory administrative bodies had now been created, 
and the ease with which this had been accomplished was a 
striking example of the position Parliament occupied as the 
supreme policy-making and administrative authority. By the 
decision of Parliament, well-organized and apparently stable 
local government authorities would lose many of their health 
functions, and the voluntary hospital system, with its long 
tradition of service, passed under a new form of control. This 
demonstration of what was the real power. in the constitution 
had no doubt been observed by medical officers of health with - 
“the enthusiasm of good democrats.” 

The factual reports of the hospital surveyors had drawn 

attention to the low standards, in matters of premises and 
equipment, of a great many of both the voluntary and the 
rate-provided hospitals. They could have stated with equal 
truth that the responsible authorities were for the’ most part 
quite unable to face the financial burdens which the moderniza- 
tion of these hospitals would have involved. The transfer of 
administrative function from one type of authority to another 
neither removed the necessity for such modernization nor 
materially altered the cost. An alteration in the responsibility 
for these services would have an important effect, however, in 
that the expenses incurred by treating sickness in hospitals and 
other institutions would not be partly hidden by gifts, either of 
money or of service, but would appear in the nation’s accounts 
with due publicity. Here then was an economic factor in 
public health which would call for renewed attention by 
administrators. 
' Efforts to make the nation “health conscious” would per- 
haps be more successful when public health authorities obtained 
a greater degree of support from the organizations and associa- 
tions which represented the industrial and commercial under- 
takings. To make people living under slum or near-slum 
conditions “health conscious” was a formidable, if not an 
impossible, task. The evacuation of overcrowded districts 
during the war plainly indicated that progress in this matter 
had been slow and that new methods of approach should be 
attempted. 

He had stressed the economic aspect of public health work 
because in the difficult times before this country it was clearly 
necessary that in using the scientific and financial resources 
which might be available certain priorities should be observed. 
Much remained to be accomplished, and there was no easy way 
of preventing ill-health. Of the measures proved useful there 
were some which could be carried out by central authorities, 
but the majority demanded local investigation and personal con- 
tact with the people, and formed the day-to-day work of public 
health officers. Further improvements in the productive capa- 
city of the nation would be most profitably effected by extend- 
ing and intensifying this form of activity. Many branches of 
medical science were involved, and team work was clearly 
essential. 
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Correspondence 


Health Centres 


Sir,—The medical profession has approved of the conception 
of health centres with certain provisos to safeguard the public 
and the medical men who may work in them. In fact the idea 
originated in the profession, but doctors foresaw the dangers of 
such centres degenerating into miniature hospital clinics or 
becoming the playthings of local politics or the dead ends of 
bureaucratic control and interference. The essential safeguards 
are that in any health centres the doctors working there should 
do so freely and by voluntary association or in partnership, and 
further that these doctors should either own or rent the building 
and major equipment and most certainly own all personal 
equipment, otherwise they risk becoming the serfs of Govern- 
ment. As Carlyle says, “ Without his tools man is nothing.” 
Another important proviso is that health centres must be made 
suitable to the particular locality, as obviously one in a town 
near to hospital facilities need not be so elaborate in scope as 
one in the country. The variations in size, type, and equipment 
must be very great, even to the inclusion in some districts of 
casualty and observation beds. 

I have.had the good fortune to work in a country practice 
in a mining valley in Wales, and for close on twenty years in a 
large partnership practice in a county town, which has in fact 
been run on health-centre lines. From this experience and from 
what I know of medical friends who practise in different types 
of town. and country practice I am convinced that the basis on 
which the health centre, wherever situated, should be built up 
should, with moderations according to local needs, be as 
described below. 


If possible the doctors should be in partnership and should 
mutually agree upon their individual shares and should own their 
goodwill. If a parinership cannot be formed there must be mutual 
agreement on the formation of the team, as no mere appointee, 
possibly unliked by, or unsuitable to, or unfitted to the team, should 
be foisted on the others by a local or central authority. Friendly 
team work i§ essential to the welfare of patients and doctors. The 
doctors should own or rent the building or parts thereof. Each 
doctor should have his own consulting room and personal equip- 
ment and be part-owner or part-renter of such major equipment as 
may be required. Waiting rooms should be large, comfortable, and 
either communal or not according to local circumstances, and there 
should be appropriate examination rooms, dressing rooms, minor 
operating rooms, and laboratory. There should be a full-time secre- 
tary in charge of the required number of assistant secretaries, recep- 
tionists, and surgery maids. The secretary should see to the 
organization of the secre‘ariat, card-keeping, filing, visiting lists, 
calls, and appointments, etc., and keep the accounts of the team 
and expenses of the health centre. The secretary should be given 
wide discretionary powers by the medical team and owe her allegiance 


to the team; further, the secretary should, if possible, live in the 


flat above or in the health centre. 

A fully trained nurse may be required in a whole-time capacity 
in a large country health centre. Each member of the medical team 
should take up a part-time specialty, so that his services are available 
to the team for consultation, treatment, or operations, but all should 
do general practice as well. Thus in a team of five one might 
specialize in general surgery, one in eyes, one in ear-nose-and-throat 
work, one in midwifery and gynaecology, and one in children’s 
diseases; and if possible each should hold an appointment in his 
specialty at a local or near-by hospital in order to keep entirely up 
to date. An agreed rota should be drawn up by the team for half- 
days, week-ends, holidays, second-call duty, and pos‘graduate work ; 
and, in my view, in a team of four there should never be less than 
two on duty at any one time. Obviously there will be many times 
when all will be on duty. 

By this means the team keeps fit and happy and able to work hard, 
while the patients get the benefit of this and get to know, to trust, 
and to rely upon the team and its members, and come to realize 
that they are not being let down if they cannot see Dr. A when he 
is away or ill, because they know and have been treated by Dr. B 
or C or D on various previous occasions: This family feeling and 
personal touch of friendship and loyalty is essential to good medical 
practice in these abominably materialistic days. A large team should 
include at least one woman doctor and, according to the locality, a 
medically qualified dental surgeon. Both for town and country 
health centres of any type consultants should be available, either for 


domiciliary visits or special consultations at the health centre accord- 


ing to need. An x-ray and pathological service could be included 


and cross-infection should be a thing of the past. 


in the health centre if suitable hospitals were too far away, as in 


mid-Wales, for example. 


I am certain that along these broad lines which I have indi- 
cated health centres could be made ‘a great success and be of 
immense benefit to the people, both in preventive and curative 
medicine, because above all the’ medicine of the future must 
be human and not merely humane. The freedom, honour and 
integrity as well as the physical and mental well-being of the 
patients are in the doctor’s hands, and if the doctor js not a 
free man and does not remain the arbiter between the patients 
and any third party then the patient is inevitably lost in totali- 
tarian oppression. “For what shall it profit a man if he shall 
gain the whole world and lose his own soul ?”—I am, etc., 


Reading. S. F. LoGAN Danne. 


Aetiology and Prophylaxis of Puerperal Sepsis 
Sir,—Every throat surgeon must be particularly interested in 
a few of the many facets presented in the fascinating survey of 
“ The Aetiology and Prophylaxis of Puerperal Sepsis ” by Prof, 
Joseph W. Bigger (Oct. 18, p. 599). It is not only the throat 


_ (tonsil and pharynx) which harbours in great numbers the 


specific virulent strain of the Streptococcus pyogenes, the cause 


and spread of puerperal sepsis. Such a focus has long been . 


recognized, coped with, and the danger eliminated. There 
remains, however, in an infected maxillary antrum (as a sole 
lesion or part of a suppurative pan-sinusitis) another insidious 
and frequently overlooked, but nevertheless a recurrent, source 
of the virulent causal organism. The pharynx is merely the 
catchment area of the nasal passages, which are continually 
polluted from the cesspool of streptococcal pus in the antrum. 
The infection persists for a period far beyond that of any. acute 
transient primary throat streptococcal lesion. Some years ago, 
in discussing puerperal sepsis with a colleague, he informed me 
that in every necropsy performed by him where the cause of 
death was infection after labour or a septic abortion he had 
never failed to find pus in the maxillary antrum. 

The maxillary antrum is a cavity in which pus can be easily over. 
looked, a fact attributable to the mildness of the symptoms ap 
empyema there commonly produces. The complacency with which 
such a condition once diagnosed is left untreated is staggering. This 
suppurative lesion appears to have received.a speciai dispensatig 
from the universal surgical rule of ubi pus, ibi evacua. The infected 
antrum case is permitted to remain ambulant, and probably untreated, 
to constitute a far more dangerous streptococcal “ throat ”’ carrier, 
The throat surgeon should also read with interest, profit, and 
admiration of the stringent precautions adopted to prevent the entry 
and outbreak of infection in the obstetric wards and of the great 
and sustained success achieved—a high standard taken for granted 
by contemporaries. 

Those to whose lot it falls to supervise any large and busy ear- 
nose-and-throat surgical ward soon become only too familiar with 
the unpleasant regularity with which a dangerous form of spreading 
cross-infectipn rears its ominous head—an infection conspicuous by 
its absence when similar cases are nursed in a single room. The 
designers of the ear-nose-and-throat ward in the new era would do 
well to ponder on Prof. Bigger’s remarks that “‘ the ideal method of 
avoiding case-to-case transfer of infection is to provide a separate 
room for each woman admitted.’ Such an arrangement would go 
far to control at its source the spread of any infeciion. : 


General wards for surgical E.N.T. patients should find no 
place in the hospital of the future. If at all necessary the wards 
should be designed solely to house convalescent patients. For 
over twenty years I have stressed the inherent dangers of per 
forming operations such as removal of tonsils and adenoids, 
submucous resection of the nasal septum, and, more recently, 
the fenestration of the labyrinth on patients housed in a large 
busy ear-nose-and-throat ward. Operative morbidity and 
serious complications are rife especially at certain seasons of 
the year, and many such an operation of convenience is but the 
prelude to a period of pyrexial anxiety terminating in a subse 
quent emergency operation for a dangerous infective complica 
tion. If the measures of prophylaxis against hospital infection 
described by Prof. Bigger are adopted in the ear-nose-ané 
throat wards of the new hospitals which are to arise phoeniX 
like from the ashes of the old, this stigma of recurrent a 
But ¢ 
price of success will be constant bacteriological vigilance 
am, etc., 

London, W.1. N. ASHERSON, 
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Bornholm Disease in the South Pacific 


Sir, —Drs. W. M. Jamieson and D. M. Prinsley (July 12, p. 47) 
tate that they are aware of only one previous report of an out- 
cook of Bornholm disease in the Tropics (McDaniel, 1944). 
Two epidemics of Bornholm disease occurred in South Pacific 
Jslands, one in Tonga and the second the following year in the 
Cook Islands. Tongatabu, the main island of the Tongan 
Kingdom, lies in about 20 degrees south latitude. ; It is a low 
d and, although within the Tropics, the climate is not 


] islan 
Scsessively hot nor is the rainfall great. The hottest months 


of the year are January to March. ; 

In February, 1946, the first case of Bornholm disease was 
brought to the hospital. This was a Tongan boy, aged 10 years, 
who collapsed on the road. The Tongan medical practitioner 
who first saw him suspected an acute abdominal emergency 
because of pain, tenderness, and rigidity of the Tight side of the 
abdomen. Examination showed that the signs were more 
marked in the upper right quadrant and that they lessened on 

ssing down to the right iliac fossa. The temperature was 
101° F. (38.3° C.) and there were no physical signs above the 
diaphragm. A tentative diagnosis of Bornholm disease was 
made, and the subsequent progress confirmed the diagnosis. 
This proved to be the starting-point of an epidemic which 
affected from 20% to 40% of 4 population of 16,000 people, 
mostly Tongans. The European population in Tonga is small, 
but they suffered equally with the native population. 

The clinical picture did not differ from the classical descrip- 
tion—sudden onset with diaphragmatic pain and fever. In a 
fair proportion of cases shoulder pain was noted, and in some 
there were also abdominal pain and chest pains. The tempera- 
ture range varied, but readings of 104° F. (40° C.) were not un- 
common. The acute stage generally lasted two to three days 
and recovery was rapid and complete. There were no deaths, no 
complications, and no sequelae. The epidemic lasted about 
four weeks in Tongatabu. It spread to other islands of the 
Tongan group. Reports from several of the out-stations men- 
tioned numerous cases of “influenza with pleurisy.” These 
were obviously cases of Bornholm disease. : 

So far as could be ascertained, none of the Tongan medical 
practitioners had ever seen or heard of similar cases, so that 
within recent times Bornholm disease, at least in epidemic form, 
has not occurred in Tonga. Tonga has free communication with 
the outside world by a regular monthly steamer from New 
Zealand. There is also a plane service from New Zealand, via 
Fiji, and occasional cargo boats from the Pacific coast of North 
America. 

The second epidemic occurred in Rarotonga, the main island 
of the Cook group. Rarotonga lies about 600 miles due east of 
Tongatabu and in the same latitude. The rainfall is higher than 
in Tonga and the climate is warmer, although for a tropical 
island it is not excessive. The first case of Bornholm disease 
to be seen occurred early in January, 1947, but it was not until 
late in February, 1947, that the disease became epidemic. By 
the end of March the epidemic had burnt itself out. Clinically 
the cases seen were similar to those seen in Tonga the previous 
year, and the course of the epidemic resembled that of the 
Tongan epidemic. Rarotonga is served by a steamer from New 
Zealand and also by a weekly plane from New Zealand, which 
calls at Fiji, Tonga, and W. Samoa on the way. One of the 
native medical practitioners remembers a few cases of “ pleuro- 
dynia ” some years ago, but there is no record that the disease 
was ever epidemic. 

Puka Puka is the most isolated of all the Cook Islands. It is 
situated in latitude 11 degrees south and is visited only once or 
twice a year. Puka Puka, or Danger Island, is a low coral atoll. 
At the end of March, 1947, the Resident Agent reported by 
radio an epidemic, described as “ gastric influenza,” which swept 
through the three villages on the island and finally died out 
in three weeks. There is no trained person on this island and 
it was difficult to get an accurate description of this sickness. 
The prominent symptoms appear to have been sudden onset, 
pain in the epigastric region, and fever. Mostly young people 
were affected, and recovery was complete in three days. The 
point of interest is that no ship had visited this island since 
October, 1946. This sickness may or may not have been Born- 
holm disease, but whatever the nature of the epidemic it is 


hard to understand how it could have originated after six 
months of complete isolation from the rest of the world. Could 
the infective agent remain dormant for so long a period or 
could it arise spontaneously?—I am, etc., 

Rarotonga, Cook Islands. FARQUHAR MATHESON. 


Anaesthesia for Head and Neck Surgery 


Sir,—Dr. J. G. Bourne (Oct. 25, p. 654) has drawn attention 
to the use of d-tubocurarine chloride as an aid to endotracheal 
intubation. That d-tubocurarine chloride removes many of the 
difficulties associated with oral intubation cannot be doubted 
and has long been recognized, but I would question his method 
of administration. I agree with him that “it is difficult to pre- 
dict the approximate dose of curare that is required for any 
individual.’ But emphatically the solution to this difficulty is 
not to give 20 mg. “ quickly in one injection immediately after 
the thiopentone.” Individual variation in the reaction to a 


given dose is characteristic of this drug, and more than one case __ 


of apparent idiosyncrasy has occurred. The single injection of 
20 mg. into an anaesthetized patient seems therefore an unjusti- 
fiable procedure. 

To render the administration as safe as possible Dr. John 
Halton and I have for long advised the following procedure. 
(1) The intravenous injection of a test dose of “ tubarine,” 


‘usually one-third of the estimated initial dose, followed by a 


pause of at least two minutes. The normal reaction of a 


healthy adult to this small dose (usually 5 mg.) is a sensation 


of heaviness of the eyelids, very occasionally diplopia, and 
little else. Anything in the nature of ptosis which cannot be 
voluntarily controlled is an excessive reaction indicating the 
need for caution in.the further administration. (2) In the pre- 
sence of a normal reaction the injection of the d-tubocurarine 
chloride is completed and followed immediately by (3) the dose’ 


of thiopentone. The induction of anaesthesia by this method . 


has been carried out on many hundreds of patients, none of 
whom have complained of any unpleasant sensation before 
going to sleep. ' 

The initial test dose has always given valuable information 
of the range of dosage likely to be required, and the administra- 
tion of the d-tubocurarine chloride before the thiopentone 
produces a synchronization of the maximal effects of both 
drugs. This probably accounts for the fact that I have never 
had the slightest difficulty in intubating after 15 mg. of tubarine 
and 0.5 g. of thiopentone, a dose of each considerably less than 
appears to be required by Dr. Bourne. 

I am glad that Dr. Bourne emphasized the need for full 
oxygenation of the patient after the induction prior to intuba- 
tion. This gives added relaxation and, as he stresses, a little 
more time for introducing and fixing the tube. One wonders, 
however, whether the use of d-tubocurarine chloride is really 
required for operations of this type. In the average patient 
endotracheal intubation under vision can be performed rapidly 
and very satisfactorily under thiopentone and a local spray 
alone, and it appears to me that the upset of the respiratory 
function caused by d-tubocurarine chloride is unjustified for 
these comparatively superficial procedures.—I am., etc., . 


T. CeciL Gray. 


Duodenal Ulcer and Priority Foods 


Sir,—On more than one occasion attention has been called 
to anomalies in the schedule of diseases governing the issue of 
priority certificates. With one notable exception the schedule 
seems just and reasonable, but I am more and more appalled 
by the colossal amount of milk and eggs that is squandered 
upon patients with duodenal ulcer by granting them 2 pints 
(1.1 1.) of milk a day and priority eggs. In the course of a 
year the milk so cast upon the waters would probably float a 
battleship (albeit one of a pocket variety). In the schedule, 
I. D. includes gastric, duodenal, and anastomotic ulcers. Few 


would grudge priority to those with gastric and anastomotic 


ulcers, as their symptoms are more frequent and severe, and 
moreover in point of numbers they are relatively far fewer. 
The incidence of duodenal ulcers is very high. It has, -indeed, 
become a somewhat popular malady—and no wonder! 

Now, if there is one thing more constant than another in the 
practice of medicine it is the long intervals of complete freedom 
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from all symptoms enjoyed by patients with chronic duodenal 
ulcers. Surely there would be a large measure of agreement 
that there is no need for a patient, even during an acute phase 
of his duodenal, and far less during a chronic phase, to live 
exclusively, or even largely, upon milk and eggs. As a rule 
they can and do have a varied and extensive diet, and many of 
them are well covered and might reasonably be described as 
“comfortable” in appearance. If an exclusively milk-and-egg 
diet continued for, say, a year would cure their ulcers, it might 
justify such lavish awards, but we know perfectly well that it 
would do nothing of the sort. Furthermore, the schedule says 
“ duodenal ulcer,” not “acute duodenal ulcer,” and we know 
that in the long intervals of freedom from symptoms the ulcer 
has rarely, if ever, permanently healed except where surgical 
measures have been adopted, and so all those who have at one 
time or another had an established ulcer may reasonably claim 
to come into the category. Indeed, as most of us know to our 
cost, once the patient’s course has been set upon the “ milky 
way ” it is almost impossible to set a limit upon it. No infant 
was ever so difficult to wean as the men (they usually are 
men) who appear so regularly at three-monthly. intervals for 
their certificates. 

At this time of stringency to continue to grant 2 pints of milk 
a day and priority eggs to the duodenal ulcers, apparently in 
perpetuity, seems out of all proportion in the national economy 
and devoid of common sense. I believe that if duodenal ulcer 
was removed altogether from category I. D. it could be dealt 
with justly and adequately under II.C., and priority in eggs 
could be allowed during the relatively short acute stage. In 
this way I am confident that the scanty allowance for the general 
public could be appreciably improved.—I am, etc., 


London N.W.7. A. H. Morey. 


The Extent of Neurosis 


Sir,—Patients with functional rather than organic illness, it 
is commonly estimated, constitute from one-third to two-thirds 
of the claimants for general practitioners’ attention. Con- 
siderable help towards the solution of their problems could be 
given by general practitioners’ regularly devoting two afternoons 
a week to four or five patients for whose illnesses no materialis- 
tic interpretations suffice. It would quickly be evident that 
therapeutic listening alone produces effects, and further dis- 
coveries would follow in due course. Some more experienced 
colleague might before long be consulted, as psychotherapy has 
its effects on doctors as well as on patients. Observing the 
emergence of his patients’ problems, the practitioner might find 
himself confronted by previously unrecognized problems of his 
own. But from the start any practitioner sufficiently concerned 
with the welfare of sufferers from functional illness would be 
satisfied that his time was well spent. 

In support of this proposition, brief notes of six patients 
with whom in all fifty-six hours were spent are submitted. 


Case REPORTS 


Case 1.—Mrs. A, in her thirties, three months pregnant, com- 
plained of attacks of terror at night, with palpitation, following 
the birth of her fourth child. “I shot out of bed, rampaged round 
the house, not knowing what to do with myself, then got back to 
bed shaking and feeling that I was passing right out,” she said. 
In the course of eight one-hour consultations the terror turned to 
nightmares, and the nightmares to memories and sweet dreams. 
A man’s exposure of himself to her when aged 6, and her father’s 
early death, her uncle’s occasional drunkenness, and the general 
tenor of her miseducation had persuaded her that men such as her 
worthy husband did terrible things to women. But she is now 
radiantly enjoying the fifth terrible result of what men do to 
women. And her four children are finding life easier. 

Case 2.—Mrs. B, in her twenties, with one infant, compiained of 
heart attacks and fainting, for which she had earlier been invalided 
out of the Land Army. After eleven interviews her husband was 
wondering what had been done to transform his wife from a 
shrinking girl into a vigorous young woman. Mainly we had dis- 
cussed her dreams and her ideals. She had been much attached to 
her churchwarden father. 

Case 3.—Mr. C, in his thirties, had been rejected from the Army 
owing to essential hypertension. He could not stop worrying about 
his high blood pressure, which was 190/110 at his first interview. 
At the start of his seventh interview his B.P. was 138/95. He had 
been left alone in an air raid at the age of three, and had other 
sources of anxiety. 


Case 4.—Mr. D. had been in the Army from 18 to 24 and 
lot to tell of his experiences. He was suffering from headaa.” 
poor sieep, inability to hold down jobs, and marital troub dachey, 
told his tale, and felt a great deal better after ten discussions He 
shoeting of prisoners by his N.C.O. had not helped him, The 

Case 5.—Miss E, aged 20-odd, was suffering from tant head 
aches, backache, and bedwetting. Her mother had died three 
earlier and her father had remarried. Her place in the ho 
the spoilt eldest child was gone for good. After eight interviews de 
accepted this. Then she dreamt of a fortified breast-shaped j 
sinking into the sea, and her complaints forthwith ceased, anq she 
became a little less attached to her elderly boy friend. 


Case 6.—Mr. F, in his forties, complained of recurrent eczema of 
the face: This particularly irritated him whenever he was wrop 
He was also troubled by a very strict sense of right and Wrong, 
childish origins of which we investigated. He began to gee tha 
black and white were not the only colours in the world, and fe 
ceased, after twelve consultations, to suffer from irritation of his 
flushed face. 

These six cases are culled from some fifty to whom, in th 
course of an initial year of psychotherapeutic endeavour com 
bined with general practice, over 1,000 hours were devoted, , 
further six patients conspicuously failed to cerive appare 
benefit from prolonged attention. Encouraging responses hay 
come from the majority of the remainder, but this is sufficien 
exposure of the bare bones of some benefits to be derived 
psychotherapy. 

It has been long known that much may be done by gg 
passionate inquiry into the lives of sufferers from function, 
illness and by dispassionate discussion of their problems, } 
still general practitioners’ surgeries remain crowded by 
and women in need of understanding who get medicines q 
pills. This is no new problem, but it bears repetition as long, 
its existence is at all ignored or denied. Sufficient recogy 
tion of its existence will, as is the case with patients’ problem 
do much towards reducing its deleterious effects. 

Grateful acknowledgments are made to Dr. E. Grah 
Howe for his help and encouragement.—I am, etc., 


Ruislip, Middlesex. WILLOUGHBY CLarkK, 


Sir,—It is to be hoped that Dr. H. Crichton-Miller (Oct, § 
p. 669) will not be prevented by “limits imposed by a lette’ 
in elaborating his ideas on the prevention of neurosis, § 
theme should be emphasized on all possible occasions untit 
may sink into the mentality of politicians and statesmen. }j 
was under the stimulus of “fear” (in the psychologist’s sen 
of the word) that the human race has evolved, and fear ing 
form or another has been responsible for most of the advange 
which human hands and brains have achieved. When th 
stimulus of fear is removed and milk-sop sociological ideas ar 
substituted, the poor moron is removed from his true place 
the fringe of the herd and becomes the spoilt boy of his group 
and, alas, too often the pet of his doctor. 

Under the more robust ideas of the pre-Socialist age th 
human riff-raff was taken at its true worth to the herd. To-d 
it too often becomes the group standard above which none mi 
aim (500 bricks a day). “ Freedom from fear,” with its fell 
slogan “ Safety first,” may well become the mottos of our-soé 
decadence.—I am, etc., 

Alverstoke, Hants. W. H. Epoar. 

Sir,—Why does Dr: H. Crichton-Miller (Oct. 25, p. @ 
suggest that Socialism eliminates fear? In a_ laissez-fai 
economy fear was certainly present as he suggests, but int 
experience it is far from absent in such services as may 1 
described as socialized. In local government, in municy 
hospitals, in the fighting Services one sees quite a lot of fez 


fear of getting a bad mark, of not being in favour wil 


superiors, and fear of responsibility, fear of employers 
unions. If things come to such a pass that those who have 
the favour of the “ machine ” have lost their chance of empl 
ment, which is not impossible, then fear will be augment 
The simple-minded may be inclined to put their trust inf 
State. But do we find the State as honourable in its dealif 
as we would like to be ourselves? I think not. And if 
cannot trust the State we experience fear. 

There seems much to be said for maintaining a society 
which those out of favour are not unduly penalized. But sof 
trade unions think differently, and so do the rulers of Rus 
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Many Russians in my care during the war, even those who had 
been wounded before capture, awaited their return home with 
. Why? 

oeteree that social sect, whatever it may mean, has tended 

reduce effort for the reasons advanced by Dr. Crichton-Miller. 
na ny economists suggest that the economic basis for this social 
aeaaiy is crumbling, so we may soon see the next phase 


ceveloping.—I am, etc., 


Barnet, Herts. G. C. PETHER. 


Prognosis of Pleural Effusion 


S:r.—Dr. Brian C. Thompson's reply to Dr. J. D. L. 
Reinhold’s letter (Aug. 30, p. 348) prompts me to add my 
views on the point at issue in this important correspondence. 
A study of my cases in private and hospital practice during the 
last eight years goes to support Dr. Thompson’s statement that 
“there was no evidence that differences in treatment of the 
original pleurisy affected the subsequent incidence of pulmonary 
tuberculosis.” The study brings out two points conspicuously : 

(1) The subsequent development of pulmonary tuberculosis 
js more common in those who show a “ tuberculous diathesis.” 
The latter can be recognized clinically to some extent from the 
history of tuberculosis in the family, relatively low weight, 
inelastic skin, dry hair, pallor, easy fatigue, “ phthisical ” con- 
figuration of the chest. Such persons are often styled by lay- 
men as of “ delicate constitution.” 

(2) Rest and sanatorium line of treatment have no effect on 
the prognosis. Under Indian conditions patients of pleural 
effusion, when afebrile and free from respiratory embarrass- 
ment, have to work with fluid still in the pleural cavity. They 
cannot afford to take rest till, as Thompson writes, “ their blood 
sedimentation rate becomes normal.” Under these conditions 
many have not developed pulmonary tuberculosis for over five 
years. Two female patients had one and two deliveries during 
this period, in spite of medical advice, without untoward effect. 
One patient who had effusion on one side and subsequently on 
the other is quite well and working now three years after. 

This has been my impression based on clinical experience 
but unsupported by statistical data. I have come to believe that 
development of pulmonary tuberculosis subsequent to pleural 
effusion depends mainly on the “soil” and the resistance of 
the patient, to less extent on the environment and conditions of 
life of the patient, and to a negligible extent, if at all, on the 
rest and sanatorium treatment as held by Drs. Reinhold and 
Coope.—I am, etc. 


Poona City, India. P. L. DESHMUKH. 


Early Diagnosis of Tuberculous Meningitis 


Sir,—A patient was recently admitted for streptomycin treat- 
ment of a tuberculous meningitis only after he had been re- 
tained one week in another hospital because the chlorides in 
the cerebrospinal fluid (C.S.F.) had been found to be 0.72% and 
the diagnosis of tuberculous meningitis, to which other facts 
pointed, had consequently been rejected. A clear answer seems 
to be needed to this question: Given a patient with a meningitic 
picture whose C.S.F. shows a moderate pleocytosis, does a 
knowledge of the C.S.F. chloride level materially help to 
distinguish those cases suffering from tuberculous meningitis ? 

The chloride levels of the first specimen of C.S.F. examined 
in 52 cases of tuberculous meningitis, 8 cases of benign lympho- 
cytic meningitis, and 10 cases of anterior poliomyelitis (all 
children) were as follows: 


" young adults, I may be 


C.S.F. Tuberculous Benign Lymphocytic | Acute Poliomyelitis 
Chlorides Meningitis Cases Meningitis Cases Cases 
0-70% or over .. 11 5 10 
0°65-0-69% .. 23 3 


Total .. | 52 | 8 10 


It is seen that in 1 in 5 cases of tuberculous meningitis the 
C.S.F. chloride level was not lower than normal, while in nearly 
half the cases the chloride level fell within the zone of slight 
reduction (0.65-0.69%) in common with several of the cases of 
lymphocytic meningitis. In only a third of the cases of tubercu- 
lous meningitis was the chloride level substantially reduced 


(0.60-0.64%), and in none did it reach the level of 0.59%, which 
is accepted as diagnostic of the condition. Thus, while a sub- 
stantial lowering of the C.S.F. chloride level to 0.64% or less 
would, under the circumstances postulated, favour a diagnosis 
of tuberculous meningitis, the finding of a normal C.S.F. 
chloride level should in no wise argue against tuberculous 
meningitis. 

All in all, 1 suggest that the time devoted by a clinical patho- 
logist to an estimation of the C.S.F. chlorides would be more 
profitably spent in a search for acid-fast bacilli—I am, etc., 


DouGLas GAIRDNER. 


Reiter’s Syndrome 


Sir—As Reiter’s syndrome occurs apparently mainly in 
permitted to put the following case 


Newcastle-upon-Tyne. 


on record. 

On July 23, 1945, an engineer, 55 years of age, consulted me 
for a purulent urethritis. No gonococci were found in the 
discharge. On Aug. 3, after 20 g. of sulphathiazole had been 
given, the discharge had practically ceased, and the smear con- 
tained only epithelial cells; but by that time the patient had 
a bilateral purulent conjunctivitis, again without gonococci in 
the smears. 

On Aug. 10 the eyes were nearly riormal, but he then had a 
painful swelling of an interphalangeal joint of the right foot, 
which took about 10 days to disappear. On Aug. 15 he. started 
to complain of pain across the shoulders and in the lumbar 
region, without any obvious pathology, possibly due to a spinal 
arthritis. 

He then went to his home in the North of England, and told 
me on his return ‘that those pains did not leave him com- 
pletely for more than two months. 
spine was taken in which no changes were seen. He had no 
diarrhoea either before or during his illness——I am, etc., 


Harrow Weald, Middlesex. ALFRED LETCHNER. 


Safer Administration of Intravenous Anaesthetics 


Sir,—A method for increasing the safety in administering 
intravenous anaesthetics consists in giving the patient oxygen to 
inhale for two or three minutes before and during the admini- 
stration of the intravenous anaesthetic. It is, in my opinion, 
particularly indicated in patients over 60 or ones who are sub- 
normal risks. 

The rationale of this method is as follows. With most intra- 
venous drugs given for anaesthetic purposes, and particularly 
with thiopentone, one is struck by the initial and severe 
depression of respiration that occurs. It is, I think, inevitable 
that some degree of anoxaemia must ensue, and it is this factor 
that endangers the patient. In many patients, particularly the 
elderly, in whom alarming symptoms are most likely to occur 
with these agents, there is the factor that their lungs have lost 
their full efficiency and that oxygenation of the blood is neither 
so quick nor so easy to bring about by the usual methods. If, 
however, one makes certain that the respiratory system is 
flooded with a high percentage of oxygen before this period of 
respiratory depression, then the period will do little harm. 


In actual practice I have found that to all appearances my © 


hopes have been justified ; the patients have kept an excellent 
colour and there has been no cause for worry. Occasionally the 
patient has been told that “ he won’t have anything put over his 
face to put him to sleep”; then I assure him that what I am 
giving him to inhale will not put him to sleep but will help.—I 
am, etc., 
London, N.W.7. D.C. CLarK. 


Morphine in a Patent Medicine 


Sir,—I should like to comment on the medico-legal note 
which appeared in your issue of Sept. 27 (p. 511), and referred 
to the death of a 2-year-old child after taking a patent medicine 
containing morphine. I gave evidence to the effect that the bottle 
when fuli contained just under 1 gr. (65 mg.) of morphine, but 
according to the Daily Mail (June 25) the manager of the firm 
which manufactures the medicine denied this, alleging that each 
bottle contained 0.432 gr. (28 mg.). In, point of fact the in- 
criminated bottle when full would contain 6 oz. (170 ml.) of filvid 
and as the concentration of morphine was 0.033% (as met on 
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the fabel) this would work’ out at just under 1 gr., which is 
the amount I quoted in my evidence. I have had this checked 
independently by two chemists. I contacted the manager of 
the firm and he alleged that the Daily Mail had misquoted him. 
However, he told me that they have now suspended the sale of 
the preparation. 

One further point. Your medico-legal correspondent refers 
to the Dangerous Drugs Regulations 1937 (S.R.O. 560), which 
allow the free sale of preparations, etc., containing not more 
than 2.5% of methylmorphine or ethylmorphine.. This is 
correct, but surely does not apply in this particular case, as the 
medicine in question actually contained anhydrous morphine, so 
that the maximum concentration in an inert substance could not 
contain more than 0.2% in order to be sold freely to the public 
(The Chemist and Druggist Year Book, 1947, p. 339, para e).— 
I am, ete., 


Manchester. PauL B. WOOLLEY. 


Dicoumarol 

Sir,—In the annotation (Oct. 25, p. 662) on dicoumarol it is 
stated : “‘ The prothrombin time is kept at one and a-half times 
the normal value by means of daily doses of 100 to 300 mg. 
dicoumarol.” Earlier it is stated that dicoumarol therapy should 
be continued for a month at least. Dicoumarol is a very 
valuable drug, very effective and quite safe if: carefully con- 
trolled. However, to recommend that 100 mg. to 300 mg. 


should be given daily for at least a month—even with daily 


prothrombin estimations as controls—is courting danger. 

It would be much safer to recommend 300 mg. a day for 
two days, then wait for the prothrombin time to lengthen and 
give no more dicoumarol until the prothrombin time has 
shortened nearly to normal; this may take ten days. The 
renewal dose of dicoumarol may be quite small, 25 mg. or 50 
mg., and the reaction to the renewal dose will be much greater 
and more rapid than to the initial doses. There is danger of 
discrediting a very useful remedy unless dicoumarol is used with 
great care.—I am, etc., 


Epping, Essex. FRANK MARSH. 


Sir,—The annotation on dicoumarol (Oct. 25, p. 662) prompts 
me to make certain points which would appear to be of vital 
importance to those proposing to use that drug. 

(1) With levels of dosage of dicoumarol similar to those 
mentioned by your annotator a sharp rise of the prothrombin 
time is seen to occur at any time between the 12th and 24th days 
of therapy. If therapy is discontinued at this time, it is my 
experience that the prothrombin time not only takes three or 
four days to fall to safe levels, but may rise alarmingly during 
those days. It would appear that a cumulative effect of the drug 
occurs, an effect which constitutes the main danger of dicou- 
marol, for it is impossible to prognosticate how high the 
prothrombin time will rise in any given case. It is surprising 
that more is not made of this cumulative effect in the British or 
American literature. 

(2) Your annotator states that haemorrhagic manifestations 
may be treated with 50 to 100 mg. of vitamin K intravenously 
or with blood transfusion. A case of my own was under treat- 
ment with dicoumarol for post-operative venous thrombosis ; 
300 mg. were administered on the first day followed by 100 mg. 
daily. After nine days’ treatment the dicoumarol was dis- 
continued, as the prothrombin time had reached 32 seconds. 
In the next six days one 50-mg. dose of the drug was given 
to prevent a return to more normal levels of the prothrombin 
time. This dose should not have been given, as there were red 
cells in the urine. Six days after the end of the main course, 
and three days after the 50-mg. dose, the prothrombin time 
reached 46 seconds and severe haematuria developed. Vitamin 
K was administered on this day and for the following five days, 
at a rate of 150 mg. orally per diem. On the first two days of 
vitamin K therapy 1 pint (568 ml.) of blood was administered. 
Haematuria remained profuse for two days, diminished on the 
third day,’ and was absent from the fourth day. The pro- 
thrombin time did not fall until the fifth day, when it fell 
abruptly to 22 seconds and thereafter to normal levels. This 
experience strongly suggests that those using dicoumarol should 
bear in mind that a-rapid response to vitamin K and even 
blood transfusion cannot be counted upon when dicoumarol. 
therapy has produced dangerously high prothrombin times. 


(3) Your annotator states that h Pas 
es that the prothrombin ti 
be kept at one and a half times Ammer ati ‘aa = 
therapy. As Allen’ has shown, it is not adequate to contr it 
therapy by prothrombin times alone. Allen has chown the 
venous thrombosis is unlikely to occur if the prothrombj that 
centage is less than 30% of the. patient’s normal and that 10 T- 
of the patient’s normal is the critical level for haemorrh % 
manifestations. The control should be by prothrombin : agic 
ages, which can be obtained from the prothrombin time be ae 
method described by Allen. The margin of safety in a the 
marol therapy is so narrow that any attempt to simplif cou- 
control methods is liable to be fraught with grave dan y the 
should be regarded with grave misgivings.—I am, etc., — 


Mauchline, Ayrshire. GAVIN CLELANp, 


REFERENCE 
1 Allen, E. V., Quart. Bull. Nthw. Univ. med. Sch., 1946, 20, 1. 


Nicotinamide and Blood Sugar 


Sir,—I have been interested in the recent article by Dr. J. N 
Cumings (Oct. 18, p. 613) on nicotinamide and blood sugar, in 
which he refers to investigations carried out by me in 1943 
It is indeed surprising that such discrepancies in experiments 
and medical observation can arise, but in Dr. Cumings’s work 
it is certain that many well-established observations on the 
action of insulin have been overlooked. It is always difficult 
to adjust curves so that they start from the same level, but in 
this particular investigation care should have been taken to 
start from a lower level, for it is well known that the higher 
the blood sugar the greater the action of insulin. The latter 
is naturally taken as the deciding factor in the abstracting 
mechanism of sugar from the blood. The similarity of the 
curves obtained suggests that the relationship between nicotinic 
acid amide dosage and its effect was of the same nature in all 
four subjects. What has not been taken into account is the 
nature of those factors which so uniformly modified the results 
in contradistinction to my own. 

One may regard the action of nicotinic acid amide by analogy 
with insulin as the resultant of two opposing forces—viz., the 
action of the sugar-abstracting mechanism and the glycogeno- 
lytic mechanism liberating sugar into the blood. If a level 
of 105 mg.% is regarded as the uniform fasting level of all 
individuals tested, then there is after half an hour an abstrac- 
tion of sugar of 12 mg.%. After one hour there is a rise in 
the curve by the addition of 5, after one-and-a-half hours of 
another 5 mg. %, and at the end of two hours sugar is again 
abstracted from the blood by 14 mg.%. Thus in Cumings's 
curves, where the fasting level is high, the first sign that the 
fall of blood sugar is opposed is shown (probably in all four 
experiments) by a rise in blood sugar after one to one-and-a- 
half hours, a sign that the raised activity of a surplus of insulin 
is at once masked and counteracted by a compensatory supply 
of sugar from the liver into the blood. Otherwise why should 
there be first an abstraction and then an addition of sugar? 
For this reason all subjects should have been allowed to settle 
to a more physiological fasting level on a strict diet before 
experiments started. It is also suggested to compare the results 
of smaller doses of injected nicotinic acid (not nicotinic acid 
amide) and ingested nicotinic acid amide—i.e., 100-300 mg.—to 
avoid if possible, or to lessen the reaction of, the opposing 
mechanism. Individual reactions to nicotinic acid vary as they 
do with insulin, and before larger doses are given smaller ones 
would ascertain individual reactions to the drug. — 

The practical value of nicotinic acid in certain cases of elderly 
diabetics is in my opinion unequivocal, and every case should 
be first tested as to its response over a period of one to two 
weeks in varying doses before any other measures are resorted 
to.—I am, etc., 


Rochdale, F: J. NEUWAHL. 


Sir,—I was very much interested in the article by Dr. J. N. 
Cumings (Oct. 18, p. 613) and in his negative findings of the 
effect of nicotinamide (N.A.A.) on: the blood-sugar levels in 
normal controls and in diabetic patients. In spite of these 
negative findings I feel that there is something in this subject 
that has not yet been explained, and my clinical experience of 
two cases in which there has been without doubt some benefit 
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~ apels me to suggest that some further research would possibly 
Siow some new light on a treatment which is in some danger 


of being discredited. 


My first case was one of undoubted diabetes meliitus. The patient, 
a woman aged 67, consulted me on June 9, 1947, because of an 
intolerable pruritus vulvae which she had had for a fortnight. There 
was an associated very severe vulvitis. There had been, she said, 
a sore tongue and mouth a month before. Examination of the 
urine disclosed a large amount of sugar, and a glucose tolerance 
test proved this to be due to a diabetic condition (0.18%, 0.3%, 
0.33%, 0.28%, 0.28%). I took her to see a consuitant, who suggested 
taking her into hospital for investigation and for the institution of 
jnsuiin treatment if this was found to be necessary. While waiting 
‘for admission to hospital, with a delay of probably a month, the 
patient was temporarily put on diet. All local treatment of the 
prurjtus and vulvitis had failed to give any relief or effect any 
improvement either before she was put on diet or for a fortnight 
afterwards. 

I then decided to try the effect of N.A.A. She was given 100 mg. 
t.d.s. The urine was carefuliy watched. No improvement in the 
pruritus or vulvitis or in the amount of urine sugar was noticed for 
one week. Then the effect was dramatic. Sugar disappeared from 
the urine, and the vulval condition completely cleared up in three 
or four days. There has been no recurrence of either since then. 
About a month after the commencement of the N.A.A. a florid rash 
appeared on various parts of the body, but was heaviest on the 
arms. This was very irritable indeed. She had complained some time 
previously of tingling of the fingers and a burning sensation in the 
skin. On the appearance of the rash I stopped the N.A.A. com- 
pleteiy for the time being, and it was withheld for one week. No 
sugar appeared in the urine during this week. When the rash had 
faded, the dose of N.A.A. was reduced to 50 mg. t.d.s., and she 
has kept to this dose since with the exception of the last three weeks, 
when she decided to take none at all to see how she fared without 
it. No sugar has appeared in the urine during these three weeks. 
Further, she states that her general health has improved, that she 
has gained several pounds in weight, and that increase in her carbo- 
hydrate intake has not caused any appearance of sugar in her urine 
or caused any pruritus. When a bed was available in the hospital 


‘she refused to be admitted, saying that she was quite better and 


that, as she had no symptoms and no sugar in the urine, she saw 
no reason to do so. She has also refused further blood tests for 
the same reasons. 

The second case was that of a man aged 49. Eighteen months 
ago sugar was found in his urine, and a glucose tolerance test gave 
perfectly normal findings. Apart from being about 24 stones 
(16 kg.) above normal weight he was otherwise normal. He was 
advised to reduce his weight, and he was put on a strict diet. 
Sugar was constantly present in the urine on this diet and would 
only disappear when the carbohydrate intake was minimal. He 
reduced his weight to normal, but the same appearance of sugar in 
the urine: was constantly noticed. 

In June this year I nut him on to N.A.A. treatment, 100 mg. t.d-s. 
This very soon had the effect of causing burning sensations in the 
skin, very troubiesome tingling of the fingers, nervous instability, 
and, after about five weeks, the onset of the same florid-rash noticed 
in the other case. There was no noticeable diminution of sugar in 
the urine in this case for the first two weeks of the.treatment. A 
moderate intake of carbohydrate produced no urine sugar subse- 
auently, but a heavv intake produced a small ameunt. After the 
first five weeks, the dose of N.A.A. was reduced to 50 mg. t.d.s.. and 
this dose has been kept up ever since. For the last six weeks. 
no sugar has apneared in the urine no matter what amount of 
carbohydrate has been taken. The patient states he feels better in 
health, is more energetic, and there has beer some increase in 
sexual notencv. Anart frem seme tireling of the fingers. there 
heve been no further untoward disturbances as a result of the 
taking of the N.A.A. 


I am aware that only two cases are here described and t’at 
no scientific evidence has been adduced, but in spite of these 
drawbacks I feel that on clinical grounds a case has been made 
out for further trial and investigation of a line of treatment 
which, at least to me, appears to have some merit.—I am, etc., 


Leeds. L. GorRDON. 


Road Accidents 


Sir,—The “ Psychological Aspects of Accidents and Accident 
Prevention,” by Kenneth Soddy (Oct. 18, p. 623), recalls to mind 
a case of a young commercial traveller who used a car for 
business. He was suffering from a neurosis, one symptom of 
wh‘ch was agoraphobia. The oven space of a cross-road filled 
hin with terror. He told me that, crossing, he was compelled 
to look neither to left nor right but to put his foot on the 


accelerator and pass his symbolic nightmare as quickly as 
possible. I saw him twice, when our ways parted owing to 
the onset of the war. Does he still travel?—I am, etc., 

Ilford, Essex. R. N. C. SMITH. ; 


Antihistamine Drugs for Pruritus of Jaundice 


Sir,—Re Drs. R. B. Hunter and D. M. Dunlop’s leiter on 
this subject (Oct. 4, p. 547), may I point out that “ antistin ” 
(N-phenyl-N-benzyl-aminoethyl-imidazoline), now marketed by 
Ciba in Engtand, was used by Schindler (1946) for seven patients 
with jaundice of diverse aetiology, with relief of the pruritus in 
six patients.—I am, etc., 

JAMES OVERTON. 


Leicester. 
REFERENCE 
Schindler, O. (1946), Schweiz. med. Wschr., 76, 300. 
POINTS FROM LETTERS 
Foetal Cries 


Dr. J. R. EatouGH (Preston) writes: I wonder if there is any 
prior record of foetal cries than that contained in A Second Con- 
tinuation of Ingulph’s History of the Abbey of Croyland, from which 
the foliowing extract is taken under the year 1467. “A certain 
woman, in the county of Huntingdon, who was with child and near 
the time'of her delivery, to her extreme horror, felt the embryo in 
her womb weeping as it were and uttering a kind of sobbing noise. 
The same was heard by other women who were surprised in no 
slight degree thereat.’ 


Dr. Ropert ANDERSON (Birmingham) writes: Forty years ago I 
heard an infant cry in utero. The head was at or above brim 
of a contracted pelvis. I had to introduce my hand into the vagina 
and was conscious that air was entering aiongside of it. Presently 
I geard a cry but said nothing. When I had delivered it the 
anaesthetist said, ‘‘ I heard that baby cry,” and the nurse said, “‘ So 
did I.” The baby was all right. , 


*,” Vagitus uterinus was the subject of an article by Mr. I. M. 
Jackson in this Journal in 1943 (Aug. 28, p. 266).—Ep., B.M.J. 


NEW MEDICAL FILMS 
[FROM A CORRESPONDENT] 


The Public Relations Division of the Ministry of Health 
arranged a preview last week of two films intended for 
medical audiences. Both are worth seeing, and together they 
unintentionally provided a contrast between the American and 
British ways of medicine. 

The American film, “Prevention of Tuberculosis in Hospi- 
tals,” opened and closed with a burst. of music and had a 
message. Mass radiography reveals evidence of unsuspected 
pulmonary tuberculosis in 12 per 1,000 of ordinary Americans. 
The corresponding figure for Americans attending hospital as 
out-patients or in-patients is 40 per 1,000. Therefore every 
hospital should arrange to apply miniature mass radiography 
to all its patients. This involves a production-line lay-out of 
the out-patient department, and simplification of the apparatus 


. to the point at which anyone can press the button. Electronic 


control does everything else except change the spool after every 
800 exposures. . The patients are numbered. The possible 
interpretations of the miniature radiograph are numbered. 
Future action is indicated by a letter code. Numbers and 
letters are spoken by the radiologist in the, general direction 
of a blonde typist. The camera lingers fondly on admission 
slips in quintuplicate, filing-cabinets, code numbers, and cameras, 
and somewhere behind all this glossy machinery is a real live. 
patient. 


The British film had no music save that which is heard 


through a stethoscope. There were no figures except on a 
_sphygmomanometer. And there was one patient, a small girl, 
- who took the centre of the screen all the time. 


She had a 
patent ductus arteriosus, which was diagnosed clinically—an 


old-world touch—and explained diagrammatically by a physician. © 


Then the surgeon took over and ligated the duct. His running 
commentary was the kind of thing that goes on in every 
overating theatre. And finally there was the same small gir! 
playing the games she had been unable to play. The message, 
that early diagnosis is desirable and operation at 7 or '8 gives 
good results, was spoken, but with so little emphasis that it 
was easy to remember. : 
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Obituary 


J. W. GEARY GRANT, FRCS. 


Mr. Geary Grant, consulting surgeon to the Royal Infirmary, 
Cardiff, died at Weymouth on Oct. 23 at the age of 81. He had 
been in retirement for less than a year, after having been 
engaged in the active practice of surgery for over fifty years. 

John William Geary Grant, son of the late Admiral J. F. 
Grant, was a student at St. Thomas’s Hospital. He qualified 
in 1890 and took the F.R.C.S. in 1909. He settled in Cardiff in 
1913 and soon became well known throughout South Wales. 
In the first world war he was attached to the Western General 
Military Hospital at Whitchurch, near Cardiff. After the war 
he continued in surgical practice and in 1921 was appointed 
first assistant to the whole-time professorial unit established in 
Cardiff at that time. He was on the staff of the Cardiff Royal 
Infirmary for many years, and he was associated with the Tre- 
herbert Hospital; the King Edward VII Welsh National 
Memorial Association ; Porth, Bridgend, Caerphilly, and Aber- 
tysswg Cottage Hospitals ; and Pentwyn Hospital. He was vice- 
president of the Section of Surgery at the annual meeting of 
the B.M.A. in Cardiff in 1928 and contributed a paper on acute 
necrosis of the pancreas, a subject in which he was particularly 
interested. He published many other short papers in this and 
in other journals. 

L. C. R. writes: Mr. Geary Grant practised surgery in 
Cardiff for many years and was much beloved by his colleagues, 
friends, and patients, for his was a lovable character, invarigbly 
courteous, cheerful, and kind. When in 1921, at the instigation 
of Sir William. Osler, whole-time professorial units were 
established in Cardiff and A. W. Sheen was appointed the first 
professor of surgery, Geary Grant became the first assistant. 
He was an inspiring teacher and it would have been difficult 
to find a more suitable man for the appointment. His 
mature experience was backed by a keenness for surgery which 
was undimmed by passing years, and he was an omnivorous 
reader of surgical papers of all kinds. In consequence there 
were few surgical questions in which he could not only quote 
his own: experience but that of workers in many and varied 
clinics. When he was operating, Geary was apt to mutter 
strange oaths under his breath : they were barely audible and 
were said with the least invective and entirely without malice, 
and merely served to endear him all the more to his associates. 
He came of a Naval ancestry, being the son and grandson of 
admirals, and it is probable that he would have followed in 
their wake but for a lame leg which restricted his activities ; but 
he had a somewhat nautical appearance, so that a distinguished 
stranger at a large dinner, when seated opposite Mr. Grant, 
once asked his neighbour who the admiral was. Geary Grant’s 
name shines bright in South Wales and perhaps brightest of all 
in the memories and homes of the miners for whom he did so 
much, for he was on the staff of various miners’ hospitals in 
different parts of Glamorgan and Monmouth, where the high 
standard of his work and the kindliness and charm of his 
character will not soon be forgotten. 


JAMES BEATTY, M.D., M.R.C.P. 


Dr. James Beatty died at Weston-super-Mare after a short illness 
on Oct. 16 at the age of 77.. He graduated in Dublin in 1895, 
and afterwards in the London University with honours. Many 
prizes and distinctions came to him, including the gold medal 
in anatomy in the London M.B. He took a D.P.H. and the 
M.R.C.P., and for some years was in. the public health service, 
becoming medical officer of health to Northampton. He 
entered the R.A.M.C. in the 1914-18 war, and subsequently 
made his home in Cardiff, where he specialized in dermatology. 
The department of dermatology at the Cardiff Royal Infirmary 
was initiated with his appointment as honorary dermatologist 
in 1923, and he was also dermatologist to the Queen Alexandra 
Hospital, Weston-super-Mare. He was lecturer in dermatology 
in the Welsh National School of Medicine, and for a long time 
also he lectured in pharmacology. Dr: Beatty retired from 
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the active staff of ‘the Cardiff Royal Infirmary ; 
returned to full duties when Bn during ‘the sean but 
He was President of the Cardiff Medical Society for jo4g 4 
and vice-president of the Section of Dermatology at the Pio i 
Meetings of the B.M.A. in 1928 and 1934, * 
o many of us who knew Beatty well, he was 
as a man of originality, keen perception, and ti wae 
extensive knowledge. Reading was his main relaxation sna 
had a store of knowledge on such diverse subjects as Pry 
cology, organic chemistry, ancient history, and the occult, : 
well as dermatology. For many years Beatty had been incr . 
ingly handicapped by failing vision, but had been able to ol 
tinue his reading and his work under conditions of bright 
illumination, although far some time his vision was t 
restricted to allow him to get about alone. His patience “a 
perseverance in this were remarkable. Despite poor health 
and failing vision Beatty was not one to complain, and he 
preserved an active and cheerful interest in all Professional 
affairs. His colleagues in Cardiff deeply regret the Passing of 
James Beatty, a man of personality and learning and a devoted 
member of the profession—J. W. T. T. 


Dr. CHARLES KINSMAN Rawes died suddenly after a brief 
illness at his home on Oct. 8, at the age of 81. A student at 
Owens College, Manchester, he graduated M.B., Ch.B. in 199} 
He was resident medical officer at the Barnes Convalescent 
Hospital, Cheadle, and later at Weston-super-Mare Dispensary 
He was then in general practice at Harlesden, London, N.W.10, 
where he remained for forty-four years until he retired tg 
Harrow twelve years ago. He was a keen golfer and was once 
captain of the Wembley Golf Club. A man of retiring disposi. 
tion, he was much loved by patients and friends alike —C. LT, 


ERNEST ARNOLD HODGSON HINDHAUGH, visiting assistant 
surgeon to Broadgreen Hospital, Liverpool, died on Oct. 9 a 
the age of 42. He was a student at the London Hospital, ang 
qualified M.R.C.S., L.R.C.P. in 1928, graduating M.B., BS, ip 
the following year. He held resident surgical appointmens 
at the London Hospital, the Royal Cancer Hospital, and th 
National Temperance Hospital, and obtained the F.R.CS. in 
1933. Subsequently he held surgical posts at the Royal Ports 
mouth Hospital ; the Royal Hospital, Wolverhampton ; and Mill 
Road Infirmary, Liverpool. In November, 1939, he became 
surgical specialist in H.M. hospital ship Amarapoora and had 
a distinguished service career until, in 1944, illness led to his 
being invalided out. On his return to Liverpool he became 
visiting assistant surgeon to Broadgreen Hospital. Despite the 
handicap of failing health, he was in active surgical practice 
until a few months before his early death. Hindhaugh had 
served a long apprenticeship in surgery and had acquired judg- 
ment and skill. He kept meticulous records of all his cases, 
and he was constantly striving to improve on his own high 
standards. Of quiet and retiring disposition, he enjoyed the 
social occasion and liked his fellow men. His hobby was 
music, and he obtained much pleasure from it. To his work 
he brought a deep sense of responsibility and devotion which 
matched his surgical competence. He will be sadly missed by 
a wide circle of friends and colleagues, who will wish to extend 
their sympathy to his sister, Mrs. E. E. Allen, of Dorking, wh 
survives him.—L. F. 


Dr. LEONARD White died on Oct. 11. He was a student a 
Westminster Hospital and qualified in 1906. After a peria 
as house-surgeon, he settled in Mossley, Lancashire, over fa 
years ago and soon established himself as a successful pract 
tioner. Though in general practice, his main interest was i 
pathology, and he became pathologist to the District Infirmary 
Ashton-under-Lyne. Later he was appointed medical officer 6 
the County Hospital there and remained in charge until 192 
For the last eighteen years he was medical officer of heal 
for Mossley. He was a man of considerable culture and v 
particularly conversant with French literature. He had 
wonderful memory for what he read, and he maintained hi 
interest and did a certain amount of research throughout 
his years as a practitioner. He equipped himself with a labo 
tory which was said to be unique for a man in general practi¢ 
His technique was so good that it excited the admiration 1 
anyone who was privileged to see him work. For some yeal 
he took an interest in local politics, and for a time was 
member of the town council. Among his many attainmen 
should be mentioned his versatility as a sportsman. Dr. Whi 
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in failing health for some time and had been unable to 
His struggle against ill-health and his calm 
demeanour and evga won him the respect of all who were 
in contact with him. His passing leaves a gap which will be 
difficult to fill. His wife, who was French, predeceased him 
some years ago, and he is survived by four children.—M. L.G. 


ARLES JosEPH Kirk died on Oct. 9 after an illness 
au Saeed for two months. He was born in 1884 near 
Dumbarton, and graduated at Glasgow University in 1913. As 
a student he took am active part in the production of the 
university magazine, and many of his poems appeared in that 
journal. He published a volume of “Clyde Ballads,” and 
wrote several plays, one of which was produced in Darlington 
several years ago. After qualifying, he settled in Darlington, 
and during the 1914-18 war carried on single-handed a prac- 
tice which had required two men to work it. He was honorary 
secretary of the Darlington Division of the B.M.A. from 1922 
to 1925. He was chairman a year later and again in 1945-6, 
and he represented the Division at the A.R.M. from 1922-5 and 
again in 1943. In the last war he was a very active and 
extremely efficient secretary of the Local Medical War Com- 
mittee, and everyone who came in contact with him knew 
that his requests would be dealt with quickly. He was also 
medical officer to an A.R.P. centre. As a colleague he was 
very loyal, as a friend he gave all he had, and as a doctor he 
was sympathetic and much loved by his patients. He married 
Alice Marley in 1917, and she survives him with two sons.— 


A.M. 


Dr. Mary Janet Dopps, formerly a medical missionary at 
St. Margaret’s Hospital, Poona, died at her home in Edinburgh 
at the age of 77 on Oct. 15. She was a daughter of the late 
Rev. Dr. James Dodds, of Corstorphine, and sister of a former 
Under-Secretary of State for Scotland, Sir James Miller Dodds. 
She was educated at Park School, Glasgow, Edinburgh Ladies’ 
College, and the Edinburgh School of Medicine for Women. 
She took the Scottish triple qualification in 1895, and was 
awarded the O.B.E. in 1919 for war work in connexion with the 
Scottish Churches’ Huts at Dreghorn, Colinton. After com- 
pleting her work in India she was for some years up to 1932 
principal of the Deaconess House Training College for Church 
of Scotland missionaries, and she later became honorary princi- 
pal of the Women’s Missionary College. 


Dr. WiLFRID WESTWooD PHILLIPs died suddenly on Oct. 21 
at the age of 59. A student of Edinburgh University, he 
graduated M.B., Ch.B. in 1914, and in the first world war 
he served as a captain in the R.A.M.C. with the Argyll and 
Sutherland Highlanders in France and in Mesopotamia. After 
holding appointments at Leicester Infirmary and at Greenbank 
Hospital, Darlington, he went into general practice in Twicken- 
ham, Middlesex, and Isleworth, where for some years before 
his retirement, in December, 1945, he acted as district medical 
officer of health and public vaccinator. Since then he had 
been living quietly in Yorkshire. 


Dr. FraNK RADCLIFFE, of Dedham, Essex, formerly of 
Oldham, died at the age of 75 on Oct. 19 after a long illness. 
Dr. Radcliffe graduated M.B., Ch.B. at Owens College, Man- 
chester, in 1894, and proceeded M.D. three years later. As a 
student he won the Bradley Memorial Scholarship in Clinical 
Surgery, and after qualifying he acted as prosector and assistant 
demonstrator in anatomy at Owens College. He had studied 
midwifery under Tweedie at the Rotunda, and he was a house- 
physician at the old Manchester Royal Infirmary when it was 
still in Piccadilly. He acted as a ship surgeon on one of the 


“ Blue Funnel ” liners, visiting the East Indies before settling in 


Oldham. There he was a visiting surgeon on the staff of the 
Oldham Royal Infirmary until his retirement at the age of 60, 
and he was also visiting surgeon to the Boundary Park Hospital. 
He took a prominent part in the local and central activities of 
the B.M.A. for many years. He was secretary of the Oldham 
Division for a long period, and he was a member of the Oldham 
Panel Committee from 1917 until 1932. He had been a member 
of Council from 1920 to 1934, and he represented the Division 
at the A.R.M. on nine occasions. He did particularly valuable 
work on the Insurance Acts Committee, the Public Health 
Committee, and more recently on the Hospitals Committee. 
Oldham has long had a reputation for sturdy independence in 
medical affairs, and Dr. Radcliffe, a hard-headed Lancashire 
man, ably maintained this tradition. His views on financial 
matters were always useful, and he was a most efficient Divisional 
secretary. After his retirement he went to live at Dedham, where 
he became a member of the Lexden and Winstree Rural District 


’ in many other directions. 


Council and took part in other local activities. During the war 
he was interested in A.R.P. work, and was a surgeon to the 
local St. John Ambulance Brigade. He was a J.P. for the 
County of Lancaster for many years. He is survived by his © 
widow, who was a daughter of the late Samuel Dronsfield, two 

sons, both in medical practice, and two daughters. 


The Reverend COURTENAY CHARLES WEEKS, who died on 
Oct. 26 at Pershore Cottage Hospital after a long and trying 
illness, was a student at University College Hospital and quali- 
fied M.R.C.S., L.R.C.P. in 1895. On the outbreak of the 
1914-18 war Dr. Weeks was vicar of St. Hilda, Crofton Park, 
where he had a large congregation. He accepted a commission 
in the R.A.M.C., and was at the military hospital in Malta 
during the Gallipoli campaign. On returning to this coun 
Dr. Weeks served as a surgeon at the Royal Herbert Hospital, 
Woolwich. In September, 1920, he joined the National 
Temperance League and became one of its most active 
lecturers. Dr. Weeks also served the temperance movement 
He gave evidence before the Royal 
Commission on Licensing in 1929; he convened the centenary: 
celebration of the temperance movement in 1932, and the 
20th International Congress on Alcoholism, 1934; and he 
arranged many medical and educational conferences. Dr. Weeks. 
was an eloquent speaker and a prolific writer. He contributed 
many articles to different journals and periodicals, and his best- 
known book was Alcohol and Human Life. Since 1940, when 
Dr. Weeks became the Rector of the Combertons, Worcester- 
shire, the incumbency of which, owing to the state of his health, 
he felt it necessary to resign only a fortnight before his death, 
he had continued his long connexion with the National Temper- 
ance League as its honorary medical director and editor. 


Dr. RoBERT JAMES LYTLE died on Oct. 26 at the age of 65. 
The third son of William Lytle, of Cookstown, Northern 
Ireland, he graduated M.B., B.Ch. at Queen’s College, Belfast, 
in 1906, proceeding M.D. in 1912. After holding resident posts 
at the Royal Victoria Hospital, Belfast, he came to Portsmouth 
in 1907 and started private practice in partnership with Dr. Cole 
Baker. He was for many years honorary physician to the Royal 
Hospital, the Eye and Ear Hospital, and to the Gosport War 
Memorial Hospital ; he was also visiting physician to St. Mary’s 
Hospital and consulting neurologist to the Ministry of Pensions. 
He was an active member of the British Medical Association, 
and was chairman of the Portsmouth Division in 1927-8. 
the 1914-18 war he served as a-captain in the R.A.M.C. in 
Malta. In the recent war he carried out his work single-handed 
and found the time and the energy to hold the onerous position 
of chairman of the Local Medical War Committee. Here his 
guidance in the many delicate and difficult problems which arose 
was of the utmost value. Straightforward and fearless in all 
he undertook, he had a strong and simple faith; and it was a 
real source of satisfaction to him when he was made a lay 
canon of Portsmouth Cathedral. He was a notable and beloved 
citizen of our city who will be sadly missed in every walk 
of life. He leaves a widow and four children, and his three 
sons will carry on his work.—T. B. 


Dr. BERNARD RENSHAW BECKIT TRUMAN died suddenly on 
Oct. 26. A student of Cambridge University and St. Bartholo- 
mew’s Hospital, he graduated M.B., B.Ch. in 1900 and settled 
in Nottingham, where his father and his grandfather had 
practised. He was in charge of the infant welfare clinics in 
Nottingham, was honorary physician to the ‘ Nottingham 
Children’s Hospital, and was in active practice for over forty 
years. He was a former president of the Nottingham Medico- 
Chirurgical Society, and on his retirement about two years ago 
he was appointed consulting physician to the Children’s Hospital. 


Dr. J. B. Miller, Bishopbriggs, writes: The death of Dr. John 
Goff recalls to older members the names of Bruce and John 
Goff, father and son, who for over sixty years carried on an 
extensive practice, based ‘on the village of Bothwell on the 
banks of the Clyde in Lanarkshire. Bruce Goff occupied a 
prominent position in medical circles in the West of Scotland 
and in Association activities. He was.a member of Council 
for twenty-four years (1884-1908), and was also President of 
the Faculty of Physicians and Surgeons of Glasgow, a very 
rare honour for a country practitioner. John Goff was, in 
succession, chairman of his Division, president of the Branch, 
and chairman of the Scottish Committee, while he was a 
member of Council for four years (1917-21), relinquishing 
office on his removal to Surrey. He always had the deepest 
interest in medico-political affairs, and carried out his various 
duties in a conscientious if unobtrusive manner. 
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Medical Notes in Parliament 


Medico- Legal 


Medical Practitioners and Pharmacists Bill 


In the House of Lords on Oct. 28, Lord HENDERSON intro- 
duced on behalf of the Government the Medical Practitioners 
and Pharmacists Bill, and it was formally read a first time. 
Lord Henderson said the Bill was to make provision for the 
registration as medical practitioners or as pharmacists of certain 
persons having qualifications other than the United Kingdom 
qualifications required by the Medical Acts and the Pharmacy 
Acts and to repeal certain provisions as to pharmacists. This 
Bill was given a first reading in the House of Commons on 
Aug. 4 and was the subject of a leading article in our issue of 
Aug. 16 (p. 258). : 


National Assistance Bill 


The National Assistance Bill was presented in the House of 
Commons ‘on Oct. 30 by Mr. BEVAN and was read a first time. 
The oa is discussed in a leading article elsewhere in this issue 
(p. 736). 


Criminal Justice Bill 


On Oct. 31 Mr. CHuTerR EpDE presented the Criminal Justice 
Bill to “abolish penal servitude, hard labour, prison divisions, 
and sentence of whipping; to amend the law relating to the 
probation of offenders, and otherwise to reform existing 
methods and provide new methods of dealing with offenders 
and persons liable to imprisonment ; to amend the law relating 
to the proceedings of criminal courts, including the law relating 
to evidence before such courts ; to regulate the management of 
prisons ‘and other institutions, and the treatment of offenders 
and other persons committed to custody; to re-enact certain 
enactments relating to the matters aforesaid ; and for purposes 
connected therewith.” 

The Bill received a first reading. 


Milk for Infants —Mr. StRacHEY said on Oct. 27 that the milk 
ailowance for babies up to 12 months old had not been reduced. The 
reduction in the allowance to children between 1 and 5 years of age 
was made in preference to reducing other priority or non-priority 
allowances on the recommendations of the medical and nutritional 
advisers of the Ministry. ' 


Canine Hysteria—Mr. Ruys Davies on Oct. 28 called the atten- 
tion of the Home Secretary to two reviews of feeding experiments 
on dogs designed to produce symptoms of canine hysteria. He 
asked the Minister in future to refuse to sanction the duplication of 
such experiments. Mr. Epe assumed that Mr. Rhys Davies referred 
to experiments ‘regarding the effect on the practice, which Mr. Ede 
said was now generally adopted, of treating flour with agene. 
Mr. Ede said he would not feel justified in disallowing these experi- 
ments on the ground that parallel ones were in progress. 


Shoreditch Hospital—On Oct. 30 Mr. Ernest THURTLE asked the 
Minister of Health if he had considered the memorandum signed 
by 33 medical practitioners in Shoreditch and neighbourhood regard- 
ing the threatened closing of the in-patient wards of St. Leonard’s 
Hospital, Shoreditch, and asking that he should intervene and cause 
a public inquiry to take place before action to close the hospital 
was taken. Mr. Bevan said he had considered this representation. 
The London County Council had appealed to him under the Nurses 
Registration Act, 1919, against the. decision .of .the General Nursing 
Council to withdraw recognition from this hospital as a training 
school for nurses. He was arranging for the appeal to be heard 
shortly. 


Mass Radiography.—Mr. S1pNEY SHEPHARD inquired on Oct. 30 
what progress was being made in the provision of mass radiography 
sets. Mr. BEVAN replied that there were 23 sets operating in England 
and Wales. Arrangements were in progress for starting 14 more, 
and further expansion was planned as apparatus came forward. Up 
to the end of June some 1,669,000 persons had been examined. — 


Groundnuts Scheme.—Mr. StRACHEY states that the establishment 
of health services for the East African groundnut scheme is well 
advanced. Thirty-four appointments have been made in the medical 
department. In addition African medical auxiliaries and nursing 
staff are being trained. Temporary hospital accommodation is 
available. 

Rationed Calories—Dr. Summerskill calculates that the calorie 
value of the rations, including points rationed foods, of the ordinary 
adult in Great Britain is about 1,530 calories a day. 


RESPONSIBILITY FOR CRUELTY 
[FRoM OUR MEDicOo-LEGAL CORRESPONDENT] 
Cruelty as a matrimonial offence has never been defined by the 


courts but has always been strictly interpreted. Roughly speak. 
ing a party who petitions the court for divorce on the ground of 


cruelty by the other party to the marriage must prove a course: 


of conduct which endangers the life or health of the petitioner 
or causes reasonable apprehension of danger. Moreover, the 
conduct must be deliberate. In Astle v. Astle (1939) the court 
rejected a petition because the wife had been insane during the 
period in question. Recently it rejected another on the ground 
that the wife had been irresponsible though not actually insane! 
The parties were married in 1932, the husband being a regular 
Army officer. In India in 1940 the wife became extremely jjj 
In her early life she had had a double mastgid operation and 
she had ever afterwards. suffered from inafitroutle She had 
two serious operations during her married life and lost her 


. Ovaries, and later she developed coronary thrombosis ang 


suffered from myocarditis. One of the results was constant and 
severe insomnia. A most difficult situation developed for the 
husband, for, she became physically dependent on him to an 
extreme degree. She required him to read her to sleep every 
night and to dress her and bathe her, and to be in constant 
attendance on her whenever he was not on duty. He and his 
work began to suffer from worry and lack of sleep. He lost 
his concentration and efficiency. In 1944 he took her back to 
England and lodged her in her mother’s house. From India he 
wrote her kindly and affectionate letters until 1946, but then he 
declared that the strain of living with her was impossible to 
bear and that he would not live with her again. ~ es 
Mr. Justice Finnemore said that the case had caused him great 
difficulty and his mind had fluctuated during the hearing. His 
dilemma was complete: either he had to refuse relief to the 
husband alihough his married life had been desperately difficult, 
or he had to declare guilty of matrimonial cruelty a wife who 
had during the material years been extremely ill. Counsel for 
the husband argued that the wife must be taken to have appre- 
ciated the effect her demands would have on him and to have 
intended their natural consequences—that his health would 
break down. He referred to the rules in M‘Naghten’s case, 


_ which lay down that to escape responsibility on the ground of 


mental disease a defendant must show either that he did not 
know what he was doing or that he did not know that it was 
wrong. The judge thought that this was a rather unreal pro- 
position to apply in a case of this kind. The wife had not been 
accused of crime, and there was no question of her being insane 
and thinking a thing was right when it was obviously criminally 
wrong. On the other hand, the husband accused her of 
deliberately, maliciously, and sadistically stopping him from 
sleeping, and the judge thought that the case stood or fell by 
whether the wife’s conduct was what is commonly called nag- 
ging, which when continued for a long period has been held to 
constitute cruelty. He doubted whether she had thought very 
much about her husband. She was very sick and in considerable 
pain. If a wife were to say, “I can’t sleep, so you shan’t,” that 
might be cruelty, but the judge did not think that she had ever 
deliberately, out of spite, set out to hurt him or prevent him 
from sleeping. 

He did not find the deliberateness, or malignity, or intention 
which the law requires to constitute cruelty. Unfortunately in 
many marriages one party developed an incurable disease and 
demanded constant attention of all sorts, but no one would 
dream of saying that that involved cruelty. It was part of the 
marriage service that the parties undertook to cherish one 
another in sickness or in health. This marriage became im- 
possible not because the wife was cruel but because she 
was desperately ill and getting worse. He therefore would not 
grant the divorce. 


1 Squire v. Squire: 1947 2 All E.R. 529. 
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Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
The following medical degrees were conferred on Oct. 18: 
M.D.—C.W. A. Searle 
“sa. §. Fairbairn, *A. P. C. Bacon, *H. B. Barlow, . M. 
ie Mackenzie, *J. S. W. Whitehead, *E. T. Roberts, *M. H. D. 
Evans; sp. E. Hughesdon, *W. Spector, *C. F. Hingston, *R. H. L. Wolfsohn, 
*a. J. W. Woodroffe, I. B. Smith, J. L. Harris. 
M.B.—N. C. Lendon. 


UNIVERSITY OF ABERDEEN 
hn Craig, M.B., Ch.B.Aberd., F.R.C.P.Ed., M.R.C.0.G., lecturer 
4 ogeall children, has been appointed to the new Chair of Child 
Health in the University. 


UNIVERSITY OF EDINBURGH 
Norman McOmish Dott, M.B., Ch.B., F.R.C.S.Ed., Director of the 
Neurological and Neurosurgical Brain Injuries Unit at Bangour 
Hospital, Uphall, West Lothian, has been appointed first hoider of 
the Forbes Chair of Neurological Surgery in the University. 


UNIVERSITY OF GLASGOW 


Aba Ceremony of Graduation, held on Nov. 1, the following degrees 


were conferred : 
M.D.—P. Miarthur (with commendation), F. J. Hebbert, J. E. Tillotson. 

The degnég of Bachelor of Law was conferred on George 
Buchanan, EeR-C.P.&S.Ed. 


UNIVERSITY OF LONDON 


~ 


Dr. Herman 


Street, Davies Street, W., on Mondays, at 6.30 p.m., beginning on 
Jan. 12, 1948. He wiil develop his theme from punishment in 
primitive~Societies, punishment by parents and teachers and by 
Church and State, up to a concluding lecture on punishment in the 
internajignal sphere; with special reference to war crimes and the 
Nuremberg frials. He will aiso discuss the aims and the effect of 
punishment, and the obstacles in the way of establishing a reasonable 
penal system. 

Prof. Henry Barcroft, M.D., has been appointed to the University 
Chair of Physiology tenable at St. Thomas’s Hospital Medical School 
from Jan. 1, 1948. 

Victor Wilkinson Dix, F.R.C.S., has been appointed to the 
University Chair of Surgery tenable at London Hospital Medical 
College from Oct. 1. 

Thomas Duncan Day, M.D., has been appointed to the University 
Readership in Pathology tenable at St. Thomas’s Hospital Medical 
School from Oct. 1. 

Thomas Russeil Cumming Fraser, M.D., M.R.C.P., D.P.M., has 
been appointed to the University Readership in Medicine tenable sat 
the British Postgraduate Medical School from Aug. 1, 1947. 

_C. J. O. R. Morris, M.Sc., Ph.D., has been appointed to the 
University Readership in Chemical Pagtho!ogy tenable at London 
Hospital Medical College from Oct. FP 

The degree’ of D.Sc. has been conferred on Claude Rimington, 
Ph.D., professor of chemical pathology at University Coilege 
Hospital Medical School. 

The following candidates have been approved at the examinations 
indicated : 

ACADEMIC POSTGRADUATE DIPLOMA IN CLINICAL PATHOLOGY.—B. M. 
Bloomberg, M. J. G. Furnell, B. Godwin, Elizabeth Himmelhoch, G. B. Leyton, 


A. G. E. Pearse, J. T. Prendiville, V. A. Vanikar. 
EXTERNAL DIPLOMA IN CLINICA# PATHOLOGY.—H. B. Stein. 


UNIVERSITY OF SHEFFIELD 
The following appointments were made at a meeting of the Univer- 
sity Council held on Oct. 17: Honorary Lecturers in Pathology, 
J. L. Edwards, M.B., Ch.B., M.R.C.P., LL.B., and L. C. D. 
Hermitte, M.B., Ch.B. Part-time Lecturer in Medicine to Dental 
Students, R. T. Gaunt, M.Sc., M.B., Ch.B., M.R.C.P. Assistant 
Lecturer in Pathology, H. J. Whiteley, M.B., Ch.B. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
The annual meeting of Fellows and Members will be held at the 
College (Lincoln’s Inn Fields, London, W.C.) on Wednesday, Nov. 
12, at 5.30 p.m., when a report from the Council wil be presented. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 
At the annual meeting of the College held on Oct. 29 the following 
officers were elected for the ensuing year: President, Mr. Frank E. 
Jardine; Vice-President, Mr. James M. Graham; Secretary and 
Treasurer, Mr. K. Paterson Brown; Representative on General 
Medical Council, Sir Henry Wade; Conservator of Museum, 


Mannheim will deliver a course of eight weekly 
lectures on “* The Philosophy and Psychology of Punishment,” at | 
_the Institutefor the Scientific Treatment of Delinquency, 8, Bourdon 


Mr. James N. J. Hartiey ; Convener of Museum Committee, Mr. W. 
Quarry Wood ; Librarian, Dr. Douglas Guthrie. 

The following candidates, having passed the requisi‘e examinations, 
were admitted Fellows: 

J. Aitken, H. M. Bennett, S. M. Boctor, Y. G. Bodhe, E. S. Brawn, J. E. S. 
Carmichael, Florence Cavanagh, D. H. Clark, J. C. Comline, W. T. ye 
J. B. Cuthbert, N. M. B. Dean, D. Dencer, M. D. Desai, G. de L. Fenwick, 
W. J. Fraser, D. Ghose, I. L. Gregory, A. P. Guttman, J. A. V. Hamilton, H. ELS. 
Higazi, R. M. Hugo, J. Huston, G. C. W. James, J..M. Jones, V. A. F. Martin, 
E. Millington, J. C. G. Moore, G. Murdoch, A. M. Murray, M. P. McCormack, 
C. G. G. Mackay, F. D. Mackenzie, D. L. Poddar, E. W. Price, Agnes R. Russell, 
W. H: Scrase, E. Seidenman, N. C. Sen, N. C. Shah, H. V.-Ol-M. Shaibany, 
K. J. Sheth, D. W. Short, F. MacN. Smith, C. E. E. Stevens, F. V. Stonham, 
J. W. M. Sutherland, A. F. Torrie, S. L. Townsend, H. M. Urquhart, C. H. 
Vipond, R. G. M. Wedderburn, V. H. Wheble, J. S. Young. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At the annual meeting of the College, held on Oct. 18, the following 
officers, etc., were elected: President, Dr. Bethel Solomons; Vice- 
President, Dr. E. A. Keelan; Treasurer, Prof. G. Bewley} Registrar, 
Dr. T. P. C. Kirkpatrick; Representative on General Medical 
Council, Prof. T. Gillman Moorhead; Representative on Medical 
Registration Council, Prof. J. W. Bigger. 


The Services 


The King of Norway has conferred the Knight Grand Cross of the 
Order of St. Olav upon Air Marshal Sir Harold E. Whittingham, 
K.C.B., K.B.E., R.A.F. (Retired). 

Major (Honorary Lieutenant-Colonel) J. G. McCrie, O.B.E., and 
Captains (Honorary Majors) W. A. Liston, M.C., and G. K. 
Thornton, R.A.M.C., have been awarded the Efficiency Decoration 
of the Territorial Army. 

Captain B. G. Duggan, Lieutenant (now Temporary Maior) J. J. 
Wiese, and Lieutenant (now Captain) H. A. Wood, R.A.M.C., have 
been awarded the Long Service and Good Conduct Medal (Military), 
without Gratuity. 

Captain (Honorary Major) J. Kerr and Lieutenant (Honorary 
Captain) L. C. J. Coker, R.A.M.C., have been awarded the 
Efficiency Medal (Territorial). 


DEATHS IN THE SERVICES 


. Surgeon Rear-Admiral Sir GeorGe WeLcH died on Oct. 26 at the 


age of 90. Born on Sept. 13, 1858, he entered the service in 1884 
and was promoted surgeon-general in 1915. He was surgeon of 
the Royalist in the Niger expedition in 1886, and staff-surgeon of 
the Tyne during the Cretan troubles in 1896-7, and was specially 
promoted to fleet-surgeon in 1899 for conspicuous professional merit. 
Among other appointments he held were those of assistant to the 
medical director-general, 1899-1906, and instructor in Naval hygiene 
to surgeons on entry at Hasiar, 1906-10. He was a member of the 
Commission to inquire into tuberculosis in the Navy in 1911; deputy 
director-general of the Medical Department of the Navy, November, 
1912-16; and a member of the Committee on Vision of Naval 
Officers, 1914. He was awarded the C.B. in 1917 and created 
K.C.M.G. two years later. He was placed on the retired list in 
1918 after thirty-four years’ service, for the last two years of which 
he was P.M.O., R.N. Hospital, Haslar. 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


Notifications of poliomyelitis in England and Wales in the 
week ending Oct. 25 showed a further small reduction on 
those of the previous week, 251 (276), but those: of polio- 
encephalitis showed a rise, 29 (12). The trend of incidence © 
of polio-encephalitis has not been very consistent throughout. 
It seems likely that there are considerable differences in the 
meaning attached to this term by different doctors. 

Provisional figures of registrations of deaths from polio- 
myelitis and polio-encephalitis supplied by the Registrar- 
General are as follows: July, 74; August, 206; September, 
160. It is, of course, impossible to relate these directly to 
notifications because of the varying duration of illness and 
possible delay in the registration of a death, but notifications 
which relate to roughly the same periods were : 


Poliomyelitis Polio-encephalitis: 
August (5 weeks) 2,900 
5,814 453 


These figures suggest a case fatality rate of the order of 7%. 
Preliminary analysis of deaths by age suggests that the increase: 
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in the fatality of the disease in older age groups which has been 
reported in other countries has also been a feature of the 
epidemic here. 

It is hoped that more information on this and other matters 
will be derived from the survey of hospital cases now being 
undertaken by the Ministry of Health. In our last issue (Nov. 1, 
p. 698) some details were given of the two large-scale investiga- 
tions of this year’s prevalence of poliomyelitis which are now 
in progress. Once the questionaries have been drawn up and 
completed their final analysis will be undertaken by the Institute 
of Social Medicine and the Bureau of Health and Sickness 
Records. 

In the week ending Oct. 18 notifications of poliomyelitis 
declined for the sixth consecutive week, and the largest centres 
of infection during the week were Lancashire 46 (Manchester 
.B. 11, Liverpool C.B. 6); London 24; Yorkshire West 
Riding 18; Middlesex 27 (Ealing M.B. 6, Harrow U.D.»6); 
Warwickshire 20; Hertfordshire 11; Kent 10; Durham 8 
(Sunderland C.B. 5); Essex 8; and Glamorganshire 8. 


Cholera in Egypt 
Official reports still list 300 to 400 deaths from cholera and 
800 or more new cases daily. The true figures are probably 
higher because of the failure to notify cases. Penalties for 
non-notification have recently been increased, and it is officially 
stated that the whole Delta is affected except Cairo and Alex- 
andria. The disease has also’ continued to gain ground in 
Egypt. 
ily bulletins were not issued over the three-day Bairam 
holiday, but the consolidated figures over this week-end showed 
that there had been 2,672 cases and 1,360 deaths. The two 
areas most affected are still Dakahlia and Gharbieh. More 
cases have also been reported recently from Behera. According 
to a report from Reuter the Egyptian Government is to buy 
and destroy the new date crop from Koerin, where the present 
epidemic is thought to have originated. 

. Stringent precautions have been taken to prevent the pos- 
sible spread of cholera to the British Forces in Egypt. All 
native villages and restaurants have been placed out of bounds ; 
anti-fly measures have been intensified; and a more careful 
watch than usual is being kept upon the food and drink supplied 
to the troops. All officers and men likely to come in contact 
with infected material or to pass through infected areas have 
been inoculated, though it has not yet been thought necessary 
to introduce large-scale inoculation. 


Discussion of Table 
In England and Wales further increases were recorded in the 


incidence of measles 158, acute pneumonia 128, and scarlet | 


fever 36, while further decreases were reported in the number of 
notifications of acute poliomyelitis 62, whooping-cough 34, and 
. dysentery 21. 

A rise in the incidence of measles was general ; the largest 
increase was in Monmouthshire 48. The rise in the notifica- 
tions of acute pneumonia was most marked in two regions, 
London and the South-east, with an increase of 45, and the west 
Midland counties with a rise of 49. The largest variations in 
the local returns of scarlet fever were an increase in London 32 
and a decrease in Staffordshire 23. 

The only fluctuation of any size in the trends of whooping- 
cough was a fall in Lancashire 35. The returns of diphtheria 
showed little variation from those of the preceding week ; the 
largest change was a decrease of 9 in Warwickshire. The only 
return of dysentery of any size was in Lancashire 11. : 

In Scotland infectious diseases were less prevalent during 
the week, and the decreases in incidence included: scarlet 
fever 33, acute poliomyelitis 21, whooping-cough 12, and 
measles 11. The only appreciable rise was in the notifications 
of acute primary pneumonia 20. The largest returns for polio- 
myelitis were those of the cities of Edinburgh 8 and Glasgow 8. 
The increase in cases of acute primary pneumonia was con- 
fined to Glasgow, where the notifications rose from 96 to 119. 

In Eire increases were recorded in the notifications of measles 
41, scarlet fever 21, diarrhoea and enteritis 21, and whooping- 
cough 9. The rises in the incidence of measles and diarrhoea 
and enteritis*were due to the experience of Dublin C.B., with 
increases of 31 and 19 

In Northern Ireland only small changes were recorded in 
the trénds of infectious diseases. The notifications of polio- 
myelitis were 4 fewer than in the preceding week. 


Week Ending October 25 
The notifications of infectious diseases in England and Wales 
during the week included ; scarlet fever 1,452, whooping-cough 
1,003, diphtheria 238, measles 1,981, acute pneumonia 482, 
cerebrospinal fever 34, acute poliomyelitis 251, acute polio- 
encephalitis 29, dysentery 340, paratyphoid 3, and typhoid 4. 


P No. 42 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Disea i 
Statistics in the British Isles during the week ended Oct 


Figures of Principal Notifiable Diseases for the week and th se fi corre 
sponding week last year, for: (a) England and Wales (Louden inchadeds (b 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Trelast) 

Figures of Births and Deaths, and of Deaths recorded under each infectious dise, 4 
are for: (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county). (c) The 16 principal towns in Scotland (a) 
~ ppg towns in Eire. (e) The 10 principal towns in Northern Irelang 

— denotes no cases; i i ; 
os te coe a blank space denotes disease not Notifiable.or 


1947 1946 (Corresponding Week) 

(a) | (b) | (c) | (d) | () |} (a) | (b) | ©) | @\@ 


Diphtheria... 202 22; 64 12} 1] 278) 23 
ee ee 3 


Disease 


Cerebrospinal fever 
Deaths 


ths 


Dysentery 4 465 47 


Encephalitis lethargica, 
acute 
Deaths _ 1 


N 


| 


Infective enteritis or 
giarrhoea under 2 


years 
Deaths 60; 2 


Measles* 1,797) 63} 84) 192] 11) 2,385 


Ophthalmia neonatorum 67 — | — 72, @ 
Deaths 


Paratyphoid fever 16| — |2¢B)}1(B)) — 22 2)1(A)1(B) — 
35) 2) 2 407] 26 2 
5} —|—|— 8 


Pneumonia, influenzal . . 
Deaths (from  influ- 


enza)t 


Pneumonia, primary .. 184) 16 
Deaths 18 6 6} | 
Polio-encephalitis, acute a: & 1 
Deaths 


Poliomyelitis, acute. ._ 276, 24) 55) 10 
Deaths Pa 1 


Puerperal fever . . 17 
Deaths 


. — 


Puerperal pyrexiat .. 113) 6) 14/—| — 134, 11) 7 
Deaths 
Deaths 
| 


Scarlet fever 
Deaths 


Smallpox 
Deaths 


Typhoid fever .. ee qj— 4 3 


ths 


Whooping-cough * -- | 1,009) 87) 28 
Deaths 


49; 45 


7 101) 147 24| 48 
Deaths (0-1 year) 3 74, 2 


Infant mortality . rate 
(per 1,000 live births) 


Deaths (excluding still- | | 
births) _.. -+ | 4,023 610) 184) 84] 4,051, 663) 542) 106 
Annual death rate (per 
1,000 persons living) 11-4) 11-6 11-9) 9-0) 


Live births .. | 7,981|1300/1045| 355| 239] 8,660/1303 1118 438) 223 
Annual rate per 1,000 
21-0) 22-4 | 22-5} 28-1 


persons living 
Stillbirths 222; 25) 30 295} 28) 36 
Rate per 1,000 total 
births (including 
stillborn) .. 


28 31 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. ; 

tIncludes primary form for England and Wales, London (administrative 
county), and Northern Ireland. : 

¢ Includes puerperal fever for England and Wales and Eire. 
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Report on Nursing 

“Mr. Aneurin Bevan, Minister of Health, addressing nurses at the 
Middlesex Hospital on Oct. 24, described the Report (Sept. 13, 
p. 426) of the Working Party on the recruitment and training of 
nurses as the “ most stimulating and challenging document yet pro- 
duced on nursing.” He suggested the following plan for immediate 
action: (1) Review of factors likely to contribute to wastage among 
nursing recruits ; (2) relieving nurses of domestic work ; (3) part-time 
nursing. Some big hospitals with no shortage of nurses still used 
them for domestic work, such as sweeping wards, he continued. 
This was not fair to other hospitals faced with the terrible prospect 
of having to close wards. We could no longer afford to waste the 
skill of nurses with domestic responsibilities who were wiiling to 
work on a part-time basis. But, as they had learned in the war, 
hours and conditions for married women must be made to fit their 
convenience, instead of their having to fit the convenience of the 
hospital. Having promised to consider the views of the nursing pro- 
fession before any final decisions were taken on the Working Party’s 
recommendations, he had sent the Report to all the major bodies 
concerned with nursing and asked for their views. Mr. Bevan gave 
the following figures of hospital staffing: Over 12,600 nursing staff, 
including 1,740 midwives, have so far responded to the appeai for 
part-time service. As a result, hospitals in different parts of the 
country have been able to reopen wards. There are now nearly 
100,000 full-time and 18,000 part-time domestic workers in hospitals 
—an increase of some thousands since 1946. They include nearly 
3,000 European volunteer workers. 


Emergency Bed Service 


The telephone number of the Emergency Bed Service has been 
changed. Instead of Monarch 8515 it will in future be Monarch 
3000. 


Orange-juice Jelly 


Stocks of orange-juice jeliy are coming to an end, and it there- 
fore cannot be supplied in schools after Nov. 8. A Ministry of 
Education memorandum to education authorities draws attention to 
the value of salads as an alternative source of vitamin C. 


The Surgical Congress 


Prof. Grey Turner informs us that Prof. Tomas Zerolo, representa- 
tive of the Consejo General de ios Golegios Medicos of Spain, has 
written expressing gratitude for the reception accorded to himself 
and his colleagues at the 12th Congress of the International Society 
of Surgery, held in London in September. ‘‘ The Congress has-not 
only been a great success scientifically,’ he wrote, ‘‘ but it has been 
the means of bringing together surgeons from all over the world, 
in mutual understanding of friendliness and true comradeship for the 
good of humanity.” 


Radiologist in Turkey . 


Dr. H. Graham Hodgson, Director of the Diagnostic X-Ray 
Department at the Middlesex Hospital, London, has. gone to 
Turkey for a three weeks’ lecture tour on behalf of the British 
Council. His subjects will include: mass miniature radiography of 
the lungs; the planning of a modern diagnostic x-ray department ; 
and lectures on the radiology of the temporal bone, the upper 
gastro-intestinal tract, and the accessory nasal sinuses. 


a Metropolitan Regional Board Psychiatric Advisory 
roup 


At a recent meeting of psychiatrists of the South-West Metro-. 
politan Region it was resolved to form a psychiatric advisory group > 


to take the initiative in forwarding to the regional board such pro- 
posals as seem to it desirable for the development of the mental 
health services in the region, and to be available for consultation 
with the subcommittee on matters of psychiatric importance. Mem- 
bership of the group is open to all psychiatrists in the region and 
all who are interested are asked to communicate with Dr. T. P. 
Rees, Warlingham Park Hospital, Warlingham, Surrey. 


Anaesthetist Visits Argentine 


Dr. W. W. Mushin, Director of the Department of Anaesthetics at 
the Royal Infirmary, Cardiff, attended the Congress of Anaesthesio- 
logy in Buenos Aires on Oct. 20-26 at the inviiation of the 
Argentine Association of Anaesthesiology and under arrangements 
made by the British Council. He read a paper on “ Recent 
Anaesthetic Research.” 


International Orthopaedic Course 


The Second International Course for the Emergencies of Medicine 
and Surgery met in Lisbon and Oporto from Oct. 1 to 15. It 
was organized by the Civil Hospitals in Lisbon under the aegis of 
the Portuguese Ministry of the Interior. The British representatives 
who spoke were Sir Archibald MacIndoe (on middle facial injuries 
and burns); Mr. H. A. Brittain (on the acutely prolapsed inter- 
vertebral disk and compound fractures of the femur); Prof. R. G. 
Pulvertaft (on tendon injuries in the hand); and Mr. H. Osmond 
Clarke (on compound fractures and rehabilitation). 


Wills 


Dr. Alwyn Hewett Bradley, of Leicester, who died on March 9, 
left £36,019. Colonel Edgar Thomas Inkson, -V.C., late R.A.M.C., 
of Chichester, who won his V.C. in 1900 “ for conspicuous bravery 
in carrying an officer to safety under heavy fire,” left £7,257. 


COMING EVENTS 


Franco-Anglo-American Medical Society 


The next quarterly meeting of the British Section of the Franco- 
Anglo-American Medical Society will be held at 11, Chandos Street, 
London, W., on Tuesday, Nov. 11, at 2.30 p.m., with Lord Horder 
in the chair. 


Tuberculosis Association 


A meeting of the Tuberculosis Association will be heid at the 
Assembly Hall, Royal Empire Society, Craven Street, London, W.C., 
on Friday, Nov. 14, at 3 p.m., when Dr. F. R. G. Heaf will deliver 
the presidential address on “*‘ Accommodation for the Tuberculous ” 
and Mr. Hamilton Bailey and Dr. Suzette Gauvain will read papers 
on ‘‘ Tuberculous Glands of the Neck.” 


Association of Allergists 


A meeting to discuss the formation of an Association of Allergists 
wiil be held in the lecture theatre of the Nuffield Laboratory of 
Ophthalmology, the Oxford Eye Hospital, on Saturday, Nov. 15 at 
2.30 a All those interested in the study of allergy are invited to 
attend. 


Harben Lectures 


We are informed by the Royal Institute of Public Health and 
Hygiene that the dates of the Harben Lectures, announced in this 
column on Oct. 25 (p. 676), have been changed. Prof. E. D. Adrian, — 
O.M., M.D., F.R.S., F.R.C.P., will deliver them at the Institute 
(28, Portland Place, London, W.) on Monday, Tuesday, and 
Wednesday, Dec. 15, 16, and 17, at 3 p.m. each day, one week later 
than originally arranged. 


Hunterian Society 


The 1947-8 séssion of the Hunterian Socfety opened on Oct. 20 
when Mr. Alex. E. Roche delivered his presidential address on “‘ The 
Interpretation of Urological Symptoms.” Other meetings have been 
arranged as follows: Monday, Nov. 17, 8.30 p.m., at Apothecaries’ 
Hall, Black Friars Lane, Queen’ Victoria Street, London, E.C. 
Motion, “ That Our Present Diet is Undermining the Health of the 
Nation,”’ to be proposed by Drs. Franklin Bicknell and Kenneth 
McFadyean and opposed by Sir Jack Drummond, D.Sc., F.R.S., 


. and Magnus Pyke, Ph.D. Monday, Dec. 15, 7 for 7.30 p.m., dinner- 


meeting at Talbot Restaurant, London Wall, E.C. Discussion on 
“Menstrual Disorders in Relation to General Medicine,’ to be 
opened by Mr. Aleck Bourne, Dr. Edward Sharp, and Mr. John 
Howkins. Monday, Jan. 19, 1948, 8.30 p.m., at the Mansion House, 
London, E.C. MHunterian Lecture by Prof. J. Cid Dos Santos 
(Lisbon), “‘ Recent Improvements in the Diagnosis and Treatment 
of Vascular Obstruction.” Thursday, Feb. 12, at Grosvenor House, 
Park Lane, London, W. Annual dinner. Manday, Feb. 23, 
8.30 p.m., at the Mansion House, London, E.C. Hunterian Oration 
by Dr. W. S. C. Copeman, “ Rheumatism in the Time of John 
Hunter.” Monday, March 15, 7 for 7.30 p.m., dinner-meeting at 
Talbot Restaurant. Discussion on ‘“ Neuritis,” to be opened by 
Dr. Philip Ellman, Dr. Aldren Turner, Mr. Dudley Buxton, and 
Dr. F. S. Cooksey. Monday, April 19, 7 for 7.30 p.m., annual 
general (dinner) meeting at Talbot Restaurant. Address by Mr. A. L. 
Bacharach, “‘ Laboratory Animals—Their Uses and Abuses.” 


Pharmaceutical Society of Great Britain 


On Thursday, Nov. 13, at 7.30 p.m., the Hanbury Memorial 
Medal of the Pharmaceutical Society of Great Britain (17, Blooms- 
burv Square. London, W.C.) will be presented to Hans Fliick, D.Sc., 
professor cf pharmacognosy in the Faculty of Pharmacy of the 
Swiss Federai Technical Institute, Zurich. Prof. Fliick will then 
deliver a lecture on ‘‘ Chemical and Biological Aspects of the Con- 
servation of Vegetable Drugs.” 
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SOCIETIES AND LECTURES Pi 
Royal COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.— Any Questions ? 
Tuesday, Nov. 11, 5 p.m. Lloyd-Roberts Lecture by the Hon. —_—_. 


Harold Nicolson: The Health of Authors. 

RoyaL COLLEGE OF SURGEONS .OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—Thursday, Nov. 13, 5 p.m. Bradshaw Lecture by 
Sir Cecil Wakeley: Vogue and Fashion in Abdominal Surgery. 

RoyaL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS, 58, Queen 
Anne Street, W.—Friday, Nov. 14, 5 p.m. Wiiliam Blair-Bell 
Memorial Lecture by . D. J. MacRae: Heart Disease in 
Pregnancy. 

RoyaL Society OF MEDICINE 

Section of Psychiatry—Tuesday, Nov. 11, 5 p.m. Paper by 
Dr. Fraser-Steele:, The Assessment of Prognosis in Psychiatry. 

Section ef Physical Medicine-—Wednesday, Nov. 12, 4.30 p.m. 
Discussion: Brachial Neuralgia. Openers: Dr. W. Russell Brain 
and Mr. D. W. C. Northfield. 

Section of Proctology—Wednesday, Nov. 12, 5 p.m. Presidential 
Address by Mr. A. Dickson Wright: Total Colectomy. 

Section of Ophthalmology.—Thursday, Nov. 13, 5 p.m. (Cases at 
4.30 p.m.) Discussion: Policy in — with Partiaily Sighted and 
Blind Persons. Openers: Mr. D. . Stenhouse-Stewart and 
Dr. A. A. Newth. 

Clinical Section.—Friday, Nov. 14, 5 p.m. (Cases at 4 p.m.) 
Lonpon: UNIversity COLLEGE, Gower Street, W.C.—Tuesday, 

Nov. 11, 5.15 p.m. Dr. Bernard Katz: Nature of the Propaga- 

tion of Messages in Nerve. Wednesday, Nov. 12, 5.30 p.m. 

Dr. M. H. Pirenne: Physiological Mechanisms of Vision 
Mepicat Sociery oF Lonpon, 11, Chandos Street, Cavendish 

Square, W.—Monday, Nov. 10, 8:30 p.m. Discussion: Cardiac 

Pain. To be introduced by Dr. William Evans. 

Roya. INsTITUTE OF PuBLIC HEALTH AND HyGIene, 28, Portland 
Place, W.—Wednesday, Nov. 12, 3.30 p.m. Prof. W. C. W. Nixon: 
Diet in Pregnancy (illustrated). 

Mepicat Society, 7, Melbourne Place, Edinburgh.—Friday, 
peed ‘14, 8 p.m. Address by Mr. George Perkins: A Broken 

e. 

West Lonpon Mepico-CuirurGicat Society.—At West London 
Hospital, Hammersmith, W., Friday, Nov. 14, 8.30 p.m. Clinico- 
pathological meeting. Demonstration of Some Results of Medical 
and Surgical Treatment. 


POSTGRADUATE DIARY 


InsTITUTE OF DerMaTOLocy, 5, Lisle Street, Leicester Square, W.C.— 
Tuesday, Nov. 11, 5 p.m. Dr. I. Muende: Pathological Demonstra- 
tions. Thursday Nov. 13, 5 p.m. Dr. J. Franklin: Cutaneous 
Neoplasms. 

EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At West Medicai 
Lecture Theatre, Edinburgh Royal Infirmary, Tuesday, Nov. 11, 
5 p.m. Prof. W. S. Tindal: The Modern Approach to Miracles. 

EpinsurGH Royal INFIRMARY.—Thursday, Nov. 13, 4.30 p.m. 
Honyman Gillespie Lecture by Dr. E. A. Carmichael: Some Obser- 
vations on the Dynamics of the Cerebrospinal Fluid. 

Lonpon Cuest HospiraL, Victoria Park, E—Friday, Nov. 14, 5 p.m. 
Dr. J. R. B. Hern: Dyspnoea. 


BIRTHS, MARRIAGES, AND DEATHS 


_ BIRTHS 
.—On Oct. 19, 1947, at East London, to Nancy, wife of Dr. S. A. Sinclair 
Lovedale, a son. 
SKEMPTON.—On Oct. 31, 1947, to Leslie, wife of Ivor P. D. Skempton, M.B., B.S., 
a second son—Howard While. 
WitutaMs.—On Sept. 21, 1947, in Nairobi, Kenya, to Philippa Gaffikin, M.B., 
Ch.B., wife of John G. Williams, twins—son and daughter. 


MARRIAGES 


WILson—GILLAN.—On 
C.B.E., B.Sc., M.LE.E., to Agnes Christian Gillan, O.B.E., M.B., Ch.B. 


DEATHS 

BeapLes.—On Nov. 1, 1947, John Nathaniel Beadles, M.B., B.S., of 85, Valley- 
field Road, Streatham, S.W. 

BrYDEN.—On Oct. 27, 1947, at 2, Adamton Terrace, Prestwich, William John 
Jardine Bryden, M.B., Ch.B.Edin., aged 29 years. Late of District Asylum, 
Inverness, and dearly beloved husband of Anne Scott Morrison, S.R.N. 

HINGsTON.—On Oct. 14, 1947, at “‘ Polpentre,” Falmouth, Colonel James Clarence 
Ledeatt Hingston, late R.A.M.C. 

LyTLe.—On Oct. 26, 1947, Robert James Lytle, M.D. 

Pautetr.—At Earls Colne, Essex, Thomas Edward Pallett, M.D. 

i TT On. 26, 1947, at 14, Roland Gardens, London, .S.W., Ward Irving 

ierce, M.D. 

RICHMOND.—On Oct. 23, 1947, at Dartford, Kent, Hugh Richmond, M.B., Ch.B. 

ScHwizerR.—On Oct. 22, 1947, as the result of a car accident, George Clemens 
Schwizer, M.D., Medical Officer, Shell Refinery, Ellesmere Port. 

TRUMAN.—On Oct. 26, 1947, at Woodlands, Woodland Drive, Mapperley Park, 
Nottingham, Bernard Renshaw Beckit Truman, M.B. 

WEBBER.—On Oct. 26, 1947, at West Cliff, Cliff Road, Sandown, Isle of Wight, 
Alexander Moxon Webber, M.S., F.R.C.S., formerly of 2, The Ropewalk, 
Nottingham. 

Weexs.—On Oct. 26, 1947, at Pershore Cottage Hospital, Courtenay Charles 
Weeks, M.R.C.S., L.R.C.P., Rector of The Combertons, Worcestershire. 

WeELCH.—On Oct. 26, 1947, at the Royal Naval Hospital, Haslar, Surgeon Rear- 
Admiral Sir George Welch, K.C.M.G., C.B. 4 


Sept. 26, 1947, in London, William Proctor Wilson, 


Correspondents should give their names and addresses (not fo 
publication) and include all relevant details in their quesdede 
which Should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Quinine in Auricular Fibrillation 
Q.—A middle-aged patient subject to frequent short attacks 
of auricular fibrillation finds that taking a 5-gr. (0.32-g.) tablet 
of ordinary quinine two or three times a day almost completely 
wards off the attacks. He has taken large quantities of quinine 
tablets over a long period ; is there any danger in its continued 
use and is it a good treatment ? 


A.—Paroxysmal auricular fibrillation requires treatment only 
if the bouts are prolonged or frequent or if there is underlying 
heart disease. Sometimes they produce discomfort and anxiety 
quite out of proportion to their significance. The regularizing 
effect of quinine on the rhythm of the heart was recognized long 


‘ before quinidine was introduced. Wenckebach recommended 


its use in a pill combined with nux vomica: quinine sulphate 
gr. 3 (0.2 g.) with ext. nucis vomicae gr. 1/4 (16 mg.) twice or 
thrice daily. Probably this pill will suffice to control the 
attacks. Frequently the patient is able to anticipate the onset 


of attacks and can prevent them by taking the pills. If these . 
.Measures are satisfactory they may obviate the need for the 


larger doses which have been taken. Alternatively, quinidine 
gr. 3 (0.2 g.) twice or thrice daily may be taken with impunity, 


Allergy and the Endocrines E 

Q.—Is there any interrelationship between the production of 
histamine in the body and the endocrines? I have a puzzling 
case oj vasomotor rhinitis associated with breathlessness, 
vertigo, and headache. This is thought to be allergic in origin, 
but it is noted that the condition is aggravated during the pre- 
menstrual phase. Treatment on antihistamine lines, presuming 
an allergic factor is responsible, is contemplated ; but would an 
endocrine imbalance be remediable by oestrogen therapy (dien- 
oestrol), either independently or in conjunction with the other 
treatment ? 


A.—The clinical influence of phases of the menstrual cycle 


and of pregnancy on some allergic conditions indicates relation- 
ship with the endocrines. It is also known that some patients 
react allergically to the injection of one of the hormones, even 
in pure crystalline state. Further, -Zondek and his colleagues 
have demonstrated an apparent allergy in some cases to endo- 
genous natural hormones. Intracutaneous ihjection may 
demonstrate allergic reactions to oestradiol, progesterone, or 
testosterone, 2s well as to the pituitary trophic hormones. if 
such a reaction is obtained desensitization may be brought 
about by the daily injection of small and progressive doses of 
the appropriate hormone. Other aspects of allergy should not 
be neglected, of course, and may be more important in any 
particular case. 
Chilblains 

Q.—A man aged 60 has had chilblains for several winters. 
He ‘has fissures across his finger nails as a result of previous 
chilblains at the base of the nails, which keep reappearing. 
What is the probable cause and is there any helpful treatment? 


A.—The cause of chilblains is unknown, but they are influ- 
enced by circulatory, nutritional, and endocrine disturbances 
and by environmental conditions of temperature and humidity. 
The combination of small doses of phenobarbitone, thyroid; 
and vitamin K may be helpful. 


“ Dead-weight ” 

Q.—Why is a dead body much heavier than the same body 
alive—hence “ dead-weight” ? 

A.—A dead body is not heavier than the same body alive. 
The complete inertness and lack of all co-operation, compli- 
cated frequently by the rigidity and consequent awkwardness 
of.a dead hody, give the impression of greater weight—this is 
the significance of the term “ dead-weight.” 
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Loss of Hair during Lactation 


Q.—During the successful breast-feeding of her first child a 
healthy woman of 28 noticed that her hair was becoming thin 
and was coming out in large quantities on combing. Hair 
growth became normal again after the baby was weaned. Now, 
four years later, she notices the same symptoms while nursing 
her second child. Is the causative factor for this known, and. 
what treatment would be advised ? 


A.—Hair changes are not uncommon during both pregnancy 
and lactation. Many women notice alterations in the texture 
of their hair, which tends to lose its colour and glossiness. In 
others the hair becomes brittle or falls out, and the writer has 
noticed not only loss of scalp hair during lactation but also 
loss of hair from other areas, such as the pubes and eyebrows. 
Women with superfluous hair sometimes lose it during preg- 
nancy and lactation. On the other hand, there are reports of 
the temporary development of hirsuties during pregnancy. The 
explanation of these changes is unknown—indeed, the whole 
subject of hair growth in different parts of the body and its 
sex differences is one full of intricacies which are not yet 
fully understood. Of the ductless glands, the pituitary, thyroid, 
adrenal, gonads, and placenta—one or all—may be involved. 
So far as loss of hair during lactation is concerned, it is te pt- 
ing to postulate either an endocrine or a nutritional causal 
factor. Not everyone appreciates that the nutritional require- 
ments during lactation are even greater than during pregnancy. 
Either endocrine or dietary therapy would be empirical but 
could be tried, bearing in mind that androgens and oestrogens 
might affect lactation adversely. Thyroid, however, should do 
no harm. If all else fails and the loss of hair is becoming so 


. much as to cause alarm, lactation should be discontinued as 


soon as is reasonable from the standpoint of the baby. 


Aluminium and Gastritis 


Q.—Is there any justification for the suggestion that gastritis 
can be caused by alum salts, which are normally insoluble in 
the soil but are rendered soluble by ammonium sulphate fertiy 
lizer? Up to 4 cwt. of ammonium sulphate is used per acre 


when the price of potatoes is high, and the point arises whether 


soluble aluminium salts find their way into the potaioes. Have 
any analyses been undertaken to settle this point? 


A.—It is true that excessive quantities of ammonium sulphate 
added to a very acid soil will render some of the aluminium 
found in the form of complex silicates more soluble, but in 
agricultural practice this increased solubility is largely of 
theoretical interest. Assuming that small amounts of soluble 
aluminium compounds are liberated and are absorbed by root 
crops, the amount must be negligible. The consumption of 
minute amounts of aluminium compounds is not deleterious 
to health. This is borne out by the fact that aluminium cook- 
irlg vessels have been in use for many years and large quantities 
of aluminium preparations are habitually consumed by some 
patients with peptic ulcer without producing gastritis. 


Localized Dental Erosion e 


Q.—A patient has some erosion of the buccal surface of 
both lower premolar and canine teeth; there. is no erosion of 
the lingual surface of these teeth, nor are the upper teeth 
affected in any way. What is the cause of this condition and 
can you suggest any treatment ? 


A.—Erosion of the buccal surface of the teeth in the lower 
premolar and canine area is frequently in fact abrasion of 
these areas due to misuse or over-use of the toothbrush and 
paste. The premolar and canine areas, projecting slightly on 
the arch_of the teeth, are more liable to receive abrasions from 
the toothbrush because of their position, particularly when the 
brushing is done in a horizontal plane rather than from the 
gums towards the biting surface. Cervical caries is also often 
seen in this area, the onset following this type of repeated 
abrasion, which in turn is followed. by some recession of the 
gums allowing food particles to adhere to the enamelo-cemental 
junction. If the eroded areas are clean and not carious, no treat- 
ment is required, but over-vigorous horizontal brushing of the 
teeth should be forbidden. If they are carious, the caries should 
be removed and fillings inserted in the ordinary way. 


Treatment of Dupuytren’s Contracture 


Q.—in a case of Dupuytren’s contracture in the early stage, 
is any treatment available (excluding suygical operation) to pre- 
vent the fingers eventually folding into the palms? 


A.—Until recently the only non-surgical form of treatment 
available for preventing progressive deformity in cases of 
Dupuytren’s contracture was by means of daily stretching of 
the contracted tissues, usually carried out by the patient him- 
self, and a continuous stretch at night by a splint keeping all 
the digital joints in maximum extension. This treatment might 
delay but frequently failed to prevent the development of, the 
deformity. Recently it has been claimed that vitamin E has an 
effect in preventing progression of the disease. The method is 
still on trial, but some encouraging results have been obtained. 
The dosage recommended is 100 mg. three times daily for a few 
weeks until satisfactory improvement is secured, followed by a 
maintenance dose of 1 mg. per kilo of body weight. The drug 
is administered orally in tablet form. 


Weekly Ultra-violet Therapy 


Q.—Are there any dangers in exposing one’s skin to ultra- 
violet light once weekly for an indefinite period to control a 
most intractable acne vulgaris? The time and distance are 
regulated to secure a first-degree erythema with subsequent 
desquamation. I notice a very small discrete red spot develop- 
ing, resembling a purpuric lesion. Is it safe to proceed with 
treatment ? 


- A.—No known risk attaches to weekly exposure to ultra- 
violet irradiation calculated to produce a first-degree reaction. 
It may be expedient, however, to interrupt such treatment for 
a matter of two months in order that the skin may lose its 
tolerance to these rays ; on resuming the treatment the desired 
reactions should be obtained with a smaller dosage. It is doubt- 
ful if a single discrete red spot could be attributed to the 
exposures, but should this persist or increase in size, it would 
be advisable to seek the opinion of a dermatologist. 


Acne Rosacea 


Q.—A healthy woman of 55 has suffered for nine months 
from a periodic reddened papular eruption which usually 
appears symmetrically on the face. but occasionally on one side 
and the next day the other. It is now spreading to the forehead. 
Tortoiseshell spectacles are worn for reading, and the condition 
is more pronounced where the frames touch the skin, causing 
irritation and béing aggravated by heat and radiation from a 
fire. It dies down overnight, but not completely. No medicines. 
are being taken, and no particular food seems to be associated 
with the rash. What are the cause and the treatment ? 


A.—The condition described is probably rosacea and of 
menopausal origin. There may also be a contact dermatitis 
present from the spectacle frames, though this has not been 
described in relation to pure tortoiseshell. Soap and water 


_ should be avoided on the face ; ordinary cosmetics should be 


used by day and a 2% sulphur and salicylic-acid ointment 
applied lightly at night. A very small dose of unfiltered x rays 
(70-100 r at 60 kV.) is helpful. Phenobarbitone gr. 1/2 (32 mg.) 
at night and stilboestrol 0.5 mg. daily, rest, restricted carbo- 
hydrates, and the avoidance of hot and irritating foods and of 
strong tea should be advised. 


Legal Definition of Consummation 

Q.—A woman aged 38 married her second husband seven 
years ago. He has no interest in sex, but is an otherwise excellent 
husband. They had intercourse on a few occasions when first 
married, and then more rarely, the last time being over @ year 
ago. He always used a condom. They do not sleep together. 
I suggested that I should see her husband, but she said he would 
probably order me out of the house. Would a psychiatrist help ? 
Has the marriage been consummated from the medico-legal 
point of view ? 

.—It is possible, although not very likely, that the man has 
some organic defect, such as testicular atrophy. Many men 
have little interest in sex ; it is part of their individua) make-up, 
or perhaps more especially of their upbringing and mode of 
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life. Marriage at a comparatively late age might also be a symptoms complained of are not temporary, due to mental ¢ 
factor. The management of the case will depend on aspects business worries, etc., and other factors of a non-sexual nature, 


such as these. A psychiatrist might help, but only if the man is 
willing and anxious to co-operate. 

The question whether the marriage has been “ consummated ” 
is hardly a medico-legal one ; it is rather a question of the legal 
definition of the term “consummation.” This was discussed at 
length and very helpfully by, one of the leading authorities on 
divorce law, Mr. William Latey, in a paper read before the 
Medico-Legal Society and reported in the Medico-Legal and 
Criminological Review, 1946, 14, 51. : 

In the case quoted there was undoubtedly “ consummation,” 
since the parties are said to have “had intercourse on a few 
occasions when first married.” This case must therefore be 
distinguished from .that of Cowen v. Cowen (1946) in which a 
marriage was declared on appeal to be a nullity, on the ground 
that the husband had persisted in using a condom, against the 
wishes of his wife. This was held to be a failure to consummate, 
so giving the petitioner a right to a declaration of nullity under 
section 7, subsection i (a), of the Matrimonial Causes Act, 1937 
(the “ Herbert” Act). A petition on this ground would fail if 
the wife did not satisfy the Court that she had always objected 
to the use of this contraceptive device. The wife may have 
another remedy: if she can prove to the satisfaction of the 
Court that the husband’s conduct has had, or is likely to have, 
a.serious effect on her health, this may constitute grounds for 
divorce by reason of “ cruelty ” on his part. 


Lead Contamination of Water 


Q.—Would you consider the presence of lead in a public 


water supply (pipe service) to the extent of 1/350 gr. of lead 
per gallon (0.04 mg. per litre) injurious to health when consumed 
over a period of many years? If so, what symptoms might be 
expected ? 


A.—One authority states that 2 mg. (1/32 gr.) absorbed daily 
will in time undermine the constitution and set up chronic lead 
poisoning with changes in the kidneys and arteries which will 
shorten life (/ndustrial Maladies, by Sir Thomas Legge, p. 47). 


NOTES AND COMMENTS 


Ejaculatio Praecox.—Dr. K. F. D. Sweetman (Kuala Belait, 
Brunei) writes: This evening while relaxing at the end of a. day’s 
work I opened my latest copies of the B.M.J., which arrived only 
an hour or two before, and tucked away in odd corners I found 
in two copies (June 28, p. 958, and July 12, p. 82) references to the 
treatment of the condition known as ejaculatio praecox. It seemed 
to me that both articles dismissed the subject rather summariiy 
without touching upon several important points. Ejaculatio praecox 
is not by any means of no consequence; it can be the cause of 
serious marital maladjustment, causing frigidity on the part of the 
wife and, from this, antagonism and even open anger in the first 
offending male. Several factors should be considered before attempt- 
ing to treat this condition, some of them being: 

(1) The build of the male sexual organs. Often one finds the 
penis a little shorter than normal, a circumcision which has cut the 
prepuce too short, or some miid condition of chronic inflammation. 
Local causes are by no means the only or main factor concerned, 
because one may find that the patient sometimes has an ejaculation 
before he can commence the act of intercourse. (2) The mental 
make-up of the man concerned. Almost invariably they are what 
is called “a little highly strung ’ without there being any suggestion 
of mental pathology, though a state of anxiety may be caused 
secondarily from marital maladjustment arising from premature 
ejaculation. No amount of local anaesthetic applied to the genitals 
can overcome this factor. (3) The woman. Frigidity, opposition, 
inexperience, or lack of co-operation occurring in the female 
partner may decide the occurrence of ejaculatio praecox in a 
borderline case and most certainly aggravates it enormousiy. Also 
frigidity, opposition, and passivity can foliow continual ejaculatio 
praecox. Fear of pregnancy can make a normal warmly reacting 
woman passive, frigid, or frankly in opposition. 

In treating a case of this condition all these and other factors as 
well must be taken into consideration. My experience has been that 
it is impossible to eradicate the condition; whatever is done only 
lessens the degree of disability, but this is no bar to a successful 
marital adjustment for both partners, the real aim of treatment. 
At the commencement any general or local pathology should be 
eliminated and treated, at the same time making sure that the 


over-indulgence. This leaves to be treated what on i 
excused in callin jacuiati © might be 

g true ejacuiatio praecox. From the outset both 
partners must be considered, their confidence obtained, and sepa 
advice given. Where the woman is concerned plain speakun 2 
necessary and she must be convinced that she can do a io - 
help her husband. More active movement on her part and | be 
play extragenitally will take her husband’s mind away a little my 
lessen his mental tension, and a dorsal position with the legs tains 
and flexed more than usual will facilitate full entry, aij th 
maneeuvres tending to hasten her own orgasm, thus !essening woul 
the difference in time between hers and that of her husband. 
Secondarily will foilow also an increased flow of natural secretions 
and lessened friction. 

The man should not indulge in intercourse if overtired sick 
emotionally upset, or if his wife is obviously in a non-responsive 
mood. It is also a help to avoid intercourse when the bladder ig 
full. Though I have found local anaesthetics alone to be of little 
use, a lubricant used on the penis to decrease local friction js a 
definite help to both parties. Oleum arachis I have found to be as 
good as any and practically odourless as well as non-irritating. He 
should be advised to indulge in extragenital love play to distract 
his attention a little and thus decrease his mental tension. Alcohol 
in small quantities is an asset to treatment: it helps to prolong 
the erection and abolishes some of the mental tension at the 
same time as the higher cerebral controis. All of these points are 
only contributory and cannot cure the condition, though they are 
essential to what treatment should aim at—satisfactory orgasm and 
sexual satisfaction for both man and wife. These points all tend to 
one result—earlier orgasm for the woman and a later one for the 
man. In some cases they will be enough, but not continually. 

I consider the next step the most important—that is, to train the 
man to maintain his erection after the premature ejaculation. The 
longer the duration of the erection before ejaculation the easier it 
is, and for it to occur there must be the minimum of local friction, 
With training this can be regularly accomplished, if intercourse is 
limited to say once or twice a week. Once accomplished the woman 
can be carried on to her own orgasm, which is often accompanied 
by a second orgasm on the man’s part, or he can relax with no 
ill effects, as one climax has been accomplished. This procedure 
can be readily accomplished by practice and involves no unpleasant 
or awkward and prolonged measures. If some frigidity of the 
woman is present make sure this is not due to fear of pregnancy, 
and, if so, abolish this by prescribing a suitable and safe method of 
contraception—preferably not elaborate, and using, if possible, a 
substance which acts as a lubricant as weli. Condoms are definitely 
contraindicated. This rather lengthy discourse is not meant to be 
an authoritative treatise; it is merely an account of the condition 
drawn from my own observations and experiences in patients 
treated. 


Corrections 


Dr. Leste Harris writes: In my passing allusion (‘ Ail the Vita- 
mins,” Nov. 1, p. 683) to recent observations on the treatment of 
lupus vulgaris by massive doses of vitamin D, I should have written 
“by massive doses, orally or by injection ” rather than “‘ by massive 
local injection.” Administration by mouth has of course been the 
procedure described in most accounts, although, for example, 
Dr. D. E. Macrae (Lancet, Jan. 25, p. 135) treated some cases by 
intramuscular injection and some by mouth (either oiiy solution or 
emulsion) and concluded that there was no difference in the results 
obtained by the different methods of administration. Incidentally, 
the international unit is 0.025 pg. of calciferol, not 0.02 pg. as 
printed. 


The price of Human Genetics, by Prof. R. R. Gates, which was 
reviewed on July 12 (p. 57), has been reduced to £3 15s. 
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